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April 1, 1948 


Honorable Wm. Preston Lane, Jr. 
Governor of Maryland 
Annapolis, Maryland 


Dear Governor Lane: 


I take great pleasure in transmitting herewith the ‘Hospital Survey and Plan for 
the State of Maryland,’’ which was prepared by the Hospital Survey Committee of 
the State Planning Commission. 


Under date of March 26, 1948, Dr. Thomas Parran, the Surgeon General of the 
United States Public Health Service, announced that ‘“‘the Maryland State Plan meets 
the requirements of Section 623(a) of the Hospital Survey and Construction Act and 
is hereby approved.” 


Accordingly, the State of Maryland is entitled to a Federal allotment of $870,300 
annually for five years, which will be used for the construction of public and other 
nonprofit hospitals included in the State Plan. One third of the expenditures for each 
approved project will be provided by these Federal funds and two thirds by the local 
hospital sponsors. 


Pursuant to Chapter 810 of the Acts of 1947, the State Board of Health has been 
charged with the responsibility of administering the Plan. Applications are currently 
being received for high-priority projects, and before long some of the State’s most 
urgent needs for hospital and public health facilities should be realized. 


In behalf of the Commission, I should like to make grateful acknowledgment of the 
valuable services rendered by the members of the Hospital Survey Committee, who 
contributed so generously of their time and experience in the consummation of the 
Plan. By surveying the hospital and public health needs of the State and proposing a 
long-term plan of construction and improvements, they have made a lasting contri- 
bution to the health and welfare of the people of Maryland. 


I should like also to take the opportunity to thank you for the warm encouragement 
and cooperation you have given to the State Planning Commission in every step of this 
important undertaking. 


Respectfully yours, 


Hong Po 


Henry P. Irr, Chairman 
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December 18, 1947 


Mr. Henry P. Irr, Chairman 
Maryland State Planning Commission 
104 Equitable Building 

Baltimore 2, Maryland 


Dear Mr. Irr: 


In accordance with your recent request, the Committee on Medical Care has studied 
and reviewed the Report of the Hospital Survey Committee. 


As required by the provisions of the Hospital Survey and Construction Act, a 
public hearing was held on December 4, 1947, notice of which appeared in most of the 
newspapers of the State. In addition, notices of the hearing were mailed to all existing 
hospitals, all persons known to be interested in developing new hospitals, county health 
officers, members of the Legislature, and other interested and representative groups. 
Before a large and interested audience, the important phases of the hospital con- 
struction program outlined in the Report of the Hospital Survey Committee were 
explained in detail. In the discussions which followed the presentation of the various 
sections of the Report no new ideas were presented, nor were any objections made 
to the provisions of the Report, which, in the opinion of the Committee on Medical 
Care, necessitated any reconsideration of the Report. 


Therefore, as authorized by the Committee on Medical Care at its meeting on 
November 6, 1947, I hereby reccmmend to the Maryland State Planning Commission 
the acceptance of the Report of the Hospital Survey Committee and its transmission 
to the State Department of Health and the Surgeon General of the United States Public 


Health Service. 


Maurice C. PIncorrs, M.D., Chairman 
Committee on Medical Care 


Very truly yours, 


MARYLAND STATE PLANNING COMMISSION JOSEPH R. BYRNES 


JOHN B. FUNK 
WILLIAM L. GALVIN 
ROBERT M. REINDOLLAR 
ROBERT H. RILEY 


THOMAS B. SYMONS 
104 EQUITABLE BUILDING HENRY P. IRR 


BALTIMORE 2, MARYLAND Chairman 


I. Alvin Pasarew 
Director 


Mr. Henry P. Irr, Chairman 

Maryland State Planning Commission September 19, 1947 
104 Equitable Building 

Baltimore 2, Maryland 


Dear Mr. Irr: 


The report of the Hospital Survey Committee, including the Hospital Survey and 
Plan for development of hospital facilities within the State of Maryland, is submitted 
herewith. 


The survey was completed late in 1946 and its preliminary findings and reeommenda- 
tions were published as the Interim Report of the Committee. 


On the basis of the findings of the survey, combined with geographic, economic, 
and other factors, a long-range plan was developed for the construction and distribu- 
tion of facilities felt to be needed to bring the total of such facilities in line with the 
need in each of the fields of hospital service. 


In its work the Committee used as a guide the stipulations of the Hill-Burton Bill 
(Public Law 725-79th Congress) and the regulations promulgated thereunder by the 
United States Public Health Service. 


It is felt that the Plan fully complies with all Federal requirements and is in such 
form that it should receive the approval of the Surgeon General. Approval by the 
Surgeon General will qualify for aid from Federal funds such hospital construction 
done in accordance with the Plan up to the limits of such funds available. 


Throughout the period of the work, we have had the assistance and cooperation 
of various State and private agencies. This assistance has been of great value and is 
appreciated. 


The report does not purport to recommend solutions for all important problems. It 
is expected that further study and refinement of the plan will be made by the Depart- 
ment of Health and its Advisory Council on Hospital Construction, which is the agency 
responsible for the execution of the Plan. However, the Plan, as presented, does sup- 
ply a program for development of the State and will have many other uses if it re- 
ceives the careful attention of the various interests concerned. 


Respectfully yours, 


Att, 


WALTER D. WISE, M.D., Chairman 
Hospital Survey Committee 
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FOREWORD 


EALTH consciousness, manifest as an active public 
interest in the personnel, services, and facilities 
available for the restoration and preservation of health, 
has grown remarkably since the turn of the century. 
Adequacy of health services and facilities and the 
means to make them available geographically and 
financially are now vital public issues. 


With the development of medical practice from 
empiric tenets to a scientific art, the doctor’s satchel 
and office equipment combined with his training and 
experience have ceased to be his total armamentarium. 
As his accessories, research and discovery have added 
therapeutic and diagnostic equipment, ranging from 
light globes the size of a grain of wheat to the million- 
volt X-ray apparatus and the electronic microscope. 
As a result, the scope of medical knowledge has grown 
so broad and the complexity of the equipment so great 
that specialists within the profession and expert 
technicians are now required. 


This broadening of medical knowledge has caused the 
financial investment necessary to grow beyond the 
capacity of individual physicians. The hospital was the 
natural place for the installation of this equipment and 
the employment of the personnel needed for its effec- 
tive use. 


Prior to the introduction of diagnostic and thera- 
peutic measures and equipment, the discovery of 
anesthesia had made surgery possible and the develop- 
ment of aseptic techniques had made it safe. The oper- 
ating room with its equipment became a most important 
part of the hospital. 


The hospital gradually advanced from its limited 
utility of offering only domiciliary care, for which the 
indigent were referred because of lack of home facili- 
ties. It ceased to be the place of last resort. Instead, 
it became the place of first resort for the care of the 
sick and injured. With patients available for clinical 
study and with equipment and trained personnel, staff 
research became an important function. The need for 
additional trained personnel made necessary programs 
for the training of doctors, nurses, and technicians, thus 
placing the hospital in the educational field. 


The newly found medical skills have resulted in the 
discovery of many diseases and pathological conditions 
and the development of techniques for their treat- 
ment. Conditions formerly thought to be hopeless have 
been brought within the field of curable diseases. The 
duration of illness has been reduced. This factor has 
been offset by care of patients with conditions which 
formerly had gone unrecognized or had been considered 
incurable. The percentage of births in hospitals has 
increased significantly. It is expected that this trend 
will continue until practically all births occur within 
hospitals, provided hospital capacities keep pace with 
the increased demand. 


As a result of the multiplicity of techniques necessary 
for treatment of the different types of patients, general 
hospitals have classified their service into depart- 
ments, such as surgical, medical, obstetric, pediatric, 
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isolation, and others. Specialized hospitals have also 
been established for the care of limited types of patients, 
such as mental, tuberculosis, children, women, and 
those having diseases requiring isolation. 


The investment in materials, buildings, and equip- 
ment and the accompanying payrolls for highly skilled 
personnel have created financial problems, mounting in 
direct proportion to the broadening of the field. The 
financial side of medical care now presents two dis- 
tinct phases. Securing funds for the original invest- 
ment in construction and equipment is the first. The 
continuing operation of the hospital, which now en- 
tails annual operating costs equivalent to approximately 
one third to one half of the capital investment, is the 
day-to-day problem. 


Local and State subsidies and community funds have 
been established in order to make services available to 
all. During the last decade Blue Cross plans were 
developed as a means of budgeting for hospital needs. 
By this method, the large class of employed individuals 
were removed from the marginal group who were usually 
able to finance the ordinary costs of living but to whom 
medical expenses were frequently a financial catas- 
trophe. These persons were formerly part of the group 
known as the medically indigent. 


Motivated by a desire for the preservation of life and 
by the realization that means were known to approach 
this end, a universal demand has developed for the 
installation of hospital facilities within reasonable 
traveling distance of every home. Labor organizations 
have bargained with employers for the creation of 
funds to establish medical facilities and for the pay- 
ment of services rendered their members and depend- 
ents. Some employers voluntarily have included health 
programs with the perquisites offered their employees. 
By these means much has been accomplished toward 
making hospital services physically and financially 
available to greater numbers. 


Demand hasin most communities exceeded the avail- 
able facilities. Due to variations in community educa- 
tion in the use of hospitals and financial resources, the 
establishment of hospitals has not been uniform. Some 
communities have what would appear to be an ade- 
quacy, but in large areas there are serious deficiencies. 
The inequity of area facilities is generally paralleled 
by a similar maldistribution of doctors, nurses, and 
trained personnel. 


The progress in hospital programs and the con- 
comitant health consciousness have created a mounting 
demand for adequate facilities until it has become a 
nation-wide issue. A variety of legislation has been 
proposed to provide anything from isolated phases of 
medical care to broad programs intended to cover every 
need “from the cradle to the grave.’”’ Some of these 
have been enacted. 


The Hill-Burton Bill, under which state and national 
surveys of hospital facilities are being conducted, was 
passed by Congress and signed by the President (see 
Appendix A, Public Law 725). Under the Law, Federal 
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funds are provided to assist the States with the cost of 
surveying their medical facilities. Congress is also 
authorized to appropriate funds to be allocated to 
As Aes as grants toward the construction of needed 
acilities. 


Health consciousness of the public, therefore, has 
culminated in the enactment of a Federal law which 
is intended to measure existing facilities against needs 
and to aid in providing the facilities necessary to correct 
the inequalities. 
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SUMMARY 


HE charges under which the project was con- 
ducted were!: 


1. To survey existing institutional facilities for 
the care of the sick and for the rendering of 
public health service. 

2. To analyze the facts governing the availability 
and use of these facilities. 

3. To define the need for additional facilities. 

4. To develop a long-range program whereby exist- 


ing facilities and such additional facilities as are 
recommended may operate to provide a compre- 
hensive and integrated hospital service for the 
citizens of Maryland. 


Recommendations of the Commission on Hospital 
Care and the provisions of the proposed Hospital Sur- 
vey and Construction Act were used as a guide and 
adapted to local conditions and thinking. Enactment 
of the Hospital Survey and Construction Act (Public 
Law 725 of the 79th Congress) was urged by many 
groups and became law on August 18, 1946. 


The Law authorizes Federal funds to be made avail- 
able equal to one third of the cost of the survey and 
planning program and one third of the cost of construc- 
tion under the program. The allotment of survey and 
planning funds to states is based on population. Allot- 
ment of construction funds takes into consideration 
population and per capita income. Maryland’s share 
of the funds for survey and planning is $46,158, plus 
$870,300 annually for a period of five years for con- 
struction. Grants are limited to governmental and 
nonprofit organizations. 


Hospitals were grouped and studied under the fol- 
lowing classifications: 


General hospitals ((pp. 16-77) 
Tuberculosis hospitals (pp. 78-85) 
Chronic disease hospitals (pp. 86-90) 
Mental hospitals (pp. 91-98) 

Public health facilities (pp. 99-102) 


It is emphasized that these classifications are not at 
all independent of each other. Their services should be 
integrated and their physical structures closely re- 
lated and, if possible, joined. The priority schedule was 
purposely designed to promote such integration. 


iN call sad ta 


General hospitals 


General hospitals will become general in fact when 
they include departments for mental, tuberculosis, 
chronic,:and convalescent patients and establish out- 
patient services in these fields. 


Existing hospitals are reasonably well distributed, 
but at no point in the State is there an adequacy of 
beds (Map 2, p. 19; Map 3, p. 27). 


1] nterim Report of Committee on Medical Care, Maryland State 
Planning Commission, January 1947, pp. 19-38. 
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Their utilization varies from 30.6% to 122.8% of 
capacity (Table M, p. 18). This factor was used in 
establishing the priority schedule. 


General hospitals were treated on an area basis. 
Logical service areas for hospitals were established, 
taking into consideration population, geographic 
boundaries, transportation, and trade patterns. The 
areas range in size from single counties to the base area 
which includes Baltimore City and the five surrounding 
counties (Map 1, p. 17). 


The areas were later consolidated into regions for 
the purpose of demonstrating where facilities could be 
found if they were not available locally (Map 4, p. 76). 


General hospitals are conveniently located through- 
out the State, with the exception of four areas: Garrett, 
Carroll, Caroline, and Worcester counties. Projects 
are being actively planned by sponsoring groups in each 
of these areas. 


Groups in Garrett and Worcester counties are plan- 
ning general hospitals. In Caroline and Carroll coun- 
ties, groups are planning public health centers. Worces- 
ter, Caroline, and Carroll counties are served by general 
hospitals in communities located at reasonable dis- 
tances. 


Many of the existing hospitals are utilizing structures, 
all or part of which could be justifiably recommended 
for replacement. Most of them need to expand their 
capacity to meet the existing need. 


Few general hospitals conduct organized outpatient 
clinics, but practically all render diagnostic service to 
both inpatients and outpatients. While such programs 
are in a high state of development at a few hospitals, 
principally in Baltimore City, they are available to a 
limited extent throughout the State. 


Educational programs in the form of postgraduate 
training for nurses and physicians, schools for student 
nurses, internes, and resident training are conducted 
in Baltimore City. Outside of Baltimore City, educa- 
tional programs are largely limited to schools of nursing. 
In the field of medical education in general hospitals, 
all phases are covered at some point in the State, but 
there is again the problem of adequacy and distribution. 


Research is carried on quite extensively in Baltimore 
City, but no general hospitals in the balance of the 
State are engaged in active formal research programs. 


Tuberculosis hospitals 
Maryland has made limited provisions for tuber- 
culosis patients at its State-owned institutions. These 
are supplemented by nonprofit institutions. 
Tuberculosis hospitals are not satisfactorily distri- 


buted geographically (Map 5, p. 79). Assignment of 
their beds by race is not in equitable ratio to existing 


needs. 


Inadequacy of beds and improper geographic distri- 
bution is defeating educational programs in this field 


and causing infected persons and their families to forego 
the benefits and protection of institutional care. 


The need for additional facilities was based on a 
standard of 2.5 beds per tuberculosis death per year. 
The allocation of facilities was based on regions estab- 
lished in the study of general hospitals. 


Changes in thinking with regard to tuberculosis facili- 
ties make it appear that the State-owned hospitals con- 
structed in an earlier day are not altogether proper as 
to design and location. Until the time when new con- 
struction can be undertaken, the existing institutions 
will have to be utilized. When the increased capacity 
approaches the need, changes can be made, such as the 
elimination of open-air pavilions. 


Clinics held in the counties and Baltimore City and 
the mass X-ray program being conducted in conjunc- 
tion with the Maryland Tuberculosis Association are 
fulfilling to a degree the case-finding phase of the pro- 
posed program. Educational programs for the public 
are being conducted by the State Department of 
Health, the Health Department of the City of Bal- 
timore, and the Maryland Tuberculosis Association. 


Transfer of the State-owned institutions to the De- 
partment of Health is a step toward integration of the 
entire program under one State office and can be ex- 
pected to bring about an improvement in the program 
in all its phases. 


The greatest urgency in this feld is related to the 
care of tuberculosis nonwhite persons. 


Chronic disease hospitals 

Official action on a State program in the feld of 
chronic disease hospitals was taken only in recent 
years. The construction program is just getting under- 
way with the first new institution at Deers Head, near 
Salisbury. An arrangement has been made for the use 
of buildings at Camp Ritchie as a temporary chronic 
disease hospital until the one planned for Hagerstown 
can be built. 


Even though the chronic disease hospital program 
has not yet started to function, it is to the credit of the 
State that it has offcially recognized the need and has 
taken concrete steps toward meeting it. 


The projected State construction program should be 
expedited. Conditions existing in many nursing homes 
in which such patients are accepted are forceful testi- 
mony to the need. 


Chronic disease hospitals must include departments 
for chronic, convalescent, and incurable patients. They 
must maintain an active program of rehabilitation, or 
otherwise they will become merely domiciliary institu- 
tions. 


Grants to welfare clients should be supplemented in 
cases where a disabling illness exists, for the purpose of 
making possible the purchase of necessary services and 
medication. 


Mental hospitals 

Mental hospital capacities are seriously short of the 
need. Their geographic distribution is unsatisfactory 
(Map 6, p. 92). 
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They have grown to the point where further ex- 
pansion is of doubtful advantage when weighed against 
a program for the construction of new facilities at new 
locations. 


Psychiatric departments of general hospitals are an 
important need and have been given high priority for 
the purpose of encouraging their establishment. 


The situation in the case of the acutely mentally ill 
is quite different from the tuberculous patients in that 
the condition is usually evident and the need for in- 
stitutional care is imperative rather than optional. 


As a result, the mental hospitals are crowded beyond 
their capacities in spite of the fact that personnel falls 
short of the needs of the normal capacity. The program 
enacted by the 1947 Legislature, authorizing construc- 
tion of housing for personnel, is a proper step toward 
alleviating the unsatisfactory conditions. A construc- 
tion program for the accommodation of more patients 
should be undertaken as early as possible. 


The mental health program which will have the 
benefit of Federal subsidization will broaden the 
service in this branch of the work. 


Public health facilities 


Public health facilities under the organizational ar- 
rangement by which Baltimore City and each of the 
counties has its own health department is very satis- 
factory (Map 7, p 100). The housing facilities for the 
centers are in most cases rented and unsatisfactory. 


A program for the construction of public health cen- 
ters is urged. Clinics operated outside of the centers 
usually require few specially designed facilities and 
can with some planning be adapted to rented places 
available. 


Personnel 


Every phase of the health program is impeded by 
shortage of personnel, both skilled and unskilled. 
The planned program of hospital construction will 
create an increased demand for all-types of trained 
personnel. 


Educational programs for the training of laboratory, 
X-ray, and other types of technicians are in effect, but 
the number of graduates is short of the need. 


The same condition applies to the field of nursing. 
In recent years, many positions have been created for 
nurses in fields other than hospitals and bedside nurs- 
ing. Industry, commercial aviation, government, and 
other employers have established positions with train- 
ing in nursing as a basic qualification. 


Because of the competition for the services of trained 
personnel, hospitals are faced with the conflict between 
meeting the higher salary costs and the limitations of 
the patients’ ability to pay for the services. 


The entire field of trained personnel is one which 
should be studied further for the purpose of increasing 
recruitments and training to meet the growing de- 
mands. The establishment of salaries should be based 
on the value of services rendered and the ability of the 
public to purchase such services. 


Physicians 

Study should be given to a program by which the 
services of specialists can be made routinely available 
for consultation with other physicians throughout the 
State. In line with the planned expansion of hospital 
facilities, it is important that formal action be taken to 
assure availability of competent professional persons. 


Veterans’ facilities 

Federal-owned institutions were not included in the 
survey since these facilities are not available to the 
general public. However, with a significant number of 
residents qualifying for admission to such hospitals, 
the demand on other institutions is lessened. Con- 
versely, competition for personnel is increased. 


The Federal Government operates eight institutions 
in the State of Maryland: 


Type of Hespital Lecation Bed Capacity 
General Aberdeen Proving Ground 12 
General Annapolis 275 
General Bainbridge 1,601 
General Baltimore 563 
General Fort Meade 113 
General Edgewood 56 
General Fort Howard 364 
Mental Perry Point 1,633 

Priorities 


The need for additional facilities in all categories 
is far in excess of the amount that can be provided 
for with the present allotment of Federal funds. Ac- 
cordingly, considerable construction will have to be 
undertaken without the benefit of such assistance. 


For the purpose of allccating the limited Federal 
funds available to the points of greatest need, a sys- 
tem of priorities was developed (Table V, p. 103, and 
Table W. p. 108). The method devised will encourage 
the establishment of facilities in the order of the degree 
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of public need for them. In determining the extent of 
need, such factors as population density and trends, 
geographic and racial distribution of population, per 
capita income and the ability of the community to 
support added facilities, transportation, industry, and 
commerce, were considered in relation to the existing 
hospital facilities. 


Further study needed 

This survey and the plan which it projects reveal the 
need for further study. They indicate not only the 
degree to which the problem of the care of the ill in 
Maryland has grown but also the discrepancy between 
existing facilities and present needs. 


As the concept is reoriented from one of meeting 
local needs in specific fields to considering current and 
projected needs in all the categories of medical services, 
new problems become apparent. The need for correla- 
tion of programs between institutions and fields of 
service is parelleled by the need for planning in the 
education of nurses, physicians, and other technical 
personnel. Serious consideration should be given to 
the integration of medical services for the purpose of 
making specialized services broadly available. 


These problems rest with the responsible authorities 
of the institutions and with the representatives of the 
various fields, working with the Committee on Medical 
Care of the State Planning Commission. 


The Plan as projected fully complies with the re- 
quirements of the Hospital Survey and Construction 
Act (Public Law 725 of the 79th Congress) and, sub- 
ject to the approval of the Surgeon General of the 
United States Public Health Service, should qualify 
the State of Maryland to receive Federal funds for 
hospital construction.! 


1The Maryland State Plan was approved by the Surgeon General 
of the United States Public Health Service on March 26, 1948. 


PART I 


HOSPITAL SURVEY AND CONSTRUCTION PROGRAM! 
Chapter 1. HOSPITAL SURVEY AND CONSTRUCTION ACT 


ONGRESS passed the Hill-Burton Bill, known as 
Senate Bill 191, or the Hospital Survey and Con- 
struction Act, as one of the last acts of the 2nd Session 
of the 79th Congress. President Truman signed it on 
ae 13, 1946, and it became known as Public Law 
725. 


Under the Law, the work is divided into two phases, 
named in the title. The first phase is the survey and 
preparation of a plan. The second is the administra- 
tion of the construction of facilities under the plan. 
The Law is written so that this work may be done as 
two separate efforts, or as one continuous project. 
It is required that a “‘single State agency” be respon- 
sible for the survey and planning and that a “single 
State agency” be responsible for the administration of 
construction. These may be the same or different 
agencies. 


The present Hospital Survey Committee under its 
charge limited its work to the first phase of the Law 
and has completed its assignment with the preparation 
of the State Plan. Under legislation enacted by the 
1947 Legislature, the State Board of Health is des- 
ignated as the agency to administer the construction 
program. 


Public Law 725 authorizes the appropriation of 
$3,000,000 to be allotted to the States as grants to be 
expended for surveys, to the extent of one third of the 
total expenditures for such purposes by the individual 
States. It also authorizes the appropriation of 
$75,000,000 annually for a period of five years for the 
construction of medical facilities. Grants for con- 
struction are applicable to projects which are within 
the scope of the approved State Plan and are based on 
one third of the total cost of such projects. Funds 
were appropriated for the survey; but, while authorized 
to be appropriated, no funds were appropriated for 
construction. 


The funds to be appropriated will be allotted to the 
various States on the basis of a formula contained in 
the Law. On the basis of the formula, the State of 
Maryland is entitled to a sum of $46,158 for survey 
purposes and an annual allotment of $870,300 for a 
period of five years for construction. 


If all of the funds available were utilized, it would 
be necessary that Maryland set up $92,316 for survey 
purposes, making a total of $138,474 available. Such 
sums were not necessary for the work of the present 
Committee. However, the State agency designated for 
the administration of the construction program prob- 
ably will find it necessary to review the program from 


time to time and no doubt will utilize some of this 
money. 


If all of the Federal construction funds available are 
utilized and if these funds are limited to the amounts 
now stipulated in the Law, the construction program 
will entail expenditures of $2,610,900 per year, or 
$13,054,500 for the five-year period. 


It is required that each State wishing to participate 
in this program make formal application for such part 
of the Federal funds allotted to it as it may need for 
carrying out the purposes of the Act. The State 
Planning Commission, on October 24, 1946, filed with 
the United States Public Health Service an application 
for $4,991 based on an estimated total expenditure of 
$14,973. The application was supported by such docu- 
ments as were required to establish the statutory 
authority for the State Planning Commission to 
function as the “‘single State agency”’ for the making 
of the survey and the preparation of the State Plan. 
The application was approved by the Surgeon General 
of the United States Public Health Service. 


Under the Law, certain bed maxima for the State 
are established in the various categories of medical 
facilities. Under the Regulations promulgated by the 
United States Public Health Service (Appendix B), 
hospital areas are defined and classified on the basis of 
population content. Graduated bed maxima are estab- 
lished for the various types of areas. 


The State Plan is intended to determine the dif- 
ferential between existing facilities and those estab- 
lished as needed. As a part of this plan, these needs 
are established on a priority basis according to their 
urgency. The plan is designed for the integration of 
the various types of facilities between the areas so that 
adequate services will be established in or be available 
to every part of the State. 


The completed plan will be submitted to the State 
Department of Health for the administration of grants 
for construction. Prior to initiating the program, the 
Department of Health will submit the plan to the 
Surgeon General of the United States Public Health 
Service for approval. It is expected the Department of 
Health will adopt the plan as presented. However, it 
has authority to modify the plan to meet changing 
conditions. 


1The information appearing in Chapters 1 through 4 was originally 
presented as part of the Interim Report of Committee on Medical 
Care, Maryland State Planning Commission, January 1947, 
pp. 19-38. 


Chapter 2. HOSPITAL SURVEY COMMITTEE 


N November 2, 1945, the Executive Committee 
of the Committee on Medical Care of the State 
Planning Commission met to discuss the activities of 
the Commission on Hospital Care and the advisability 
of instituting a State-wide survey of hospital facilities. 
It was pointed out that the Commission had been 
established under the auspices of the American Hospital 
Association to stimulate state-wide hospital surveys, 
with the objective to make a complete survey of 
hospital and public health facilities in the United 
States. 


The contents of Senate Bill 191, as then written, 
were discussed. Under the provisions of the Bill, funds 
would be made available to states for surveys and for 
hospital construction after completion of the survey 
and plans for the expansion of needed hospital and 
public health facilities. 


A resolution was passed to the effect that the Execu- 
tive Committee would advise the entire Committee on 
Medical Care of this development for the purpose of 
securing authority to form and appoint a Hospital 
Survey Committee. 


Dr. Victor F. Cullen, Acting Chairman of the Com- 
mittee on Medical Care, addressed a letter to this 
group, as follows: : 


In accordance with the responsibilities of the Committee 
on Medical Care of the Maryland State Planning Commission, 
“to keep under constant survey the problems of medical care 
for the citizens of this State, and to formulate reeommenda- 
tions for better utilization and for extension of existing 
facilities and for the institution of such new facilities as are 
required,’ and in view of the physical additions presently 
contemplated by many of our Maryland hospitals, the 
establishment of a Hospital Survey Committee has been con- 
sidered imperative. The following persons have been selected 
as members of the Committee: 


J. Douglas Colman 

W. D. Noble, M.D. 
George H. Preston, M.D. 
Robert H. Riley, M.D. 
Winford H. Smith, M.D. Peregrine E. Wroth, M.D. 
Harvey B. Stone, M.D. Ralph Young, M.D. 


The Committee shall elect its own chairman. 


Hospitals do not achieve their fullest usefulness if their 
interests are limited to their primary function of restoring to 
health those disabled by illness or injury. In addition, hospi- 
tals have opportunities to maintain and improve health; to 
provide educational opportunities and encouragement for 
the members of the medical, dental, nursing and allied pro- 
fessions; contribute to the advancements of science through 
research; and to serve more actively in the education of the 
public in matters pertaining to the maintaining of health 
Therefore, the functions of the Committee are: 


1. To survey existing institutional facilities for the care of 

the sick and for the rendering of public health service. 

2. To analyze the facts governing the availability and use of 
these facilities. 

. To define the need for additional facilities. 

. To develop a long-range program whereby existing 
facilities and such additional facilities as are reeommended 
may operate to provide a comprehensive and integrated 
hospital service for the citizens of Maryland. 


Huntington Williams, M.D. 
E. Wise, Jr. 

Walter D. Wise, M.D. 

Benjamin W. Wright 
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In performing its function, the Committee should recognize 
the provisions of the several contemplated federal public 
works programs, under which, funds may be available for 
hospital construction. It is imperative that the work of this 
Committee should be pursued with all possible dispatch and 


upon its completion, a report of its findings and recommenda- 
tions presented to the Committee on Medical Care of the 
Maryland State Planning Commission. Any interim re- 
ports which may seem indicated will, of course, be welcomed’ 


Through the interests of Governor Herbert R. O’Conor, 
funds have been made available to the State Planning Com- 
mission, which should provide for the technical assistance 
necessary for the Committee effectively to perform its func- 
tions. 


Dr. Walter D. Wise was unanimously elected Chair- 
ee the Committee at a meeting held on February 
, 1946. 


The Hospital Survey Committee, at the outset, rec- 
ognized in its assignment three defnable phases and 
several limiting factors. The initial phase would be 
the inventory of existing medical facilities. The second 
stage of the work would entail the compilation of the 
data thus gathered and an analysis of the recorded 
facilities quantitatively, qualitatively, geographically, 
and in relation to population trends. The third phase 
would consist of: establishing the actual need for the 
various types of facilities; determining the differential 
between existing facilities and those considered ade- 
quate to meet the need; and preparing a long-range 
plan for the construction of the facilities required to 
meet the established need, giving special consideration 
to the urgency of the need from the standpoint of type 
of service and location. 


The limiting factors were funds and time. 


The fund of $8,500 made available by the Board of 
Public Works was sufficient for the employment of 
only a small staff and for the payment of only minimum 
incidental expenses. 


The time element imposed a need for expeditious 
action. There was a generally recognized immediate 
need for additional medical facilities in all categories. 
The Hospital Survey and Construction Act, then pend- 
ing in Congress, contained clauses stipulating that grants 
would be made for hospital construction, but required 
that a State Plan for such expansions must have been 
completed and approved by the Surgeon General be- 
fore funds for construction could be released. The 
limited personnel which could be employed with the 
modest appropriation for this purpose would be re- 
quired to work with dispatch to complete the work be- 
fore the survey funds were exhausted. 


At its meeting on April 16, 1946, the Survey Com- 
mittee adopted a working program, as follows: 


1. Hospital Schedule of Information to cover hospi- 
tals, and Public Health Department Facilities 
Schedule of Information to cover public health 
facilities, as prepared by the Commission on 
Hospital Care, will be used. 


2. Schedules will be completed by the local health 
officers and hospital administrators. 


3. The health officers will be requested to complete 
and return their schedules. The hospital ad- 
ministrators will be requested to hold their 
schedules until representatives of this Committee 
audit them. 
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4. One copy of the completed Schedules will be 
held for study and the other submitted to the 
Commission on Hospital Care for tabulation. 
The Commission will return this copy along with 
a set of punch cards when the tabulations are 
completed. 


5. One copy of the Hospital Schedules will be re- 
turned to the administrators. 


6. At the completion of the work, the files, includ- 
ing the Schedules, with the deletion of Section G, 
entitled “‘Financial Data,’ will be turned over 
to the State Department of Health. 


7. Since the Bureau of Medical Services of the State 
Department of Health is seeking the same in- 
formation as the basis for licensing medical in- 
stitutions, cooperation will be accepted from and 
given to this Bureau. 


To give the Committee broader representation and 
to have the benefit of their own thinking and the 
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thinking of the groups they represent, the following 
were nominated for membership on the Hospital Sur- 
vey Committee: 


Dr. Ernest L. Stebbins, Director of the School of 
Hygiene and Public Health of the Johns Hopkins 
University. 


Mr. J. David Cordle, Secretary-Treasurer of the 
Brotherhood of Railway Clerks of the Baltimore 
and Ohio Railroad. 


He Edwin P. Young, Jr., City Editor of The Evening 
Un. 


These nominations were presented to the Committee 
on Medical Care for approval. On November 25, 1946, 
the Governor announced these appointments. Thus 
membership of the Committee was increased to six- 
teen, including Dr. Maurice C. Pincoffs, Chairman of 
the Committee on Medical Care. 


PART II 
THE FIELD SURVEY 
Chapter 3. HOSPITALS, NURSING HOMES, AND PUBLIC HEALTH FACILITIES 


G ie feld survey was undertaken for the purpose of 

compiling data as to the total number of medical 

institutions, including bed capacity and ancillary de- 

sar ae and public health facilities available in the 
tate. 


The frst work done was the compilation of a complete 
list of institutions in the State maintaining facilities 
for the care of bed patients. This was simplified by 
the fact that the Legislature had already enacted a 
hospital licensing law, Chapter 210, Acts of 1945 
(Appendix F), and the Bureau of Medical Services of 
the State Department of Health had already compiled 
such a list. A copy of this list was made available to 
the Hospital Survey Committee. 


Since the Bureau of Medical Services had planned 
to use for its basic files on the licensed institutions data 
similar to those required for the completion of the 
Schedules of Information, the survey work was com- 
plementary to the field work necessary for State li- 
censing purposes. The Bureau of Medical Services, in 
line with its work of inspection prior to licensing 
hospitals, made its facilities and personnel available to 
assist with the survey work. The hospital consultant of 
the Bureau, at the time of inspecting institutions for 
licensing purposes, on numerous occasions completed 
the Hospital Schedule of Information for the survey. 
This cooperation was very valuable to the survey 
throughout the period of its field work. 


Additions and deletions were made to the list as new 
institutions were found and others discontinued in 


service. These changes were almost entirely in the 
category of nursing homes. 


The original list, along with additions made during 
the period of the field work, included 231 institutions. 
Of those listed, 31 either had not followed through with 
their plans to open or had closed. The balance of 200 
institutions were included in the survey. 


Institutions owned and operated by the Federal 
Government were not considered by this survey even 
though they are an increasingly important part of the 
Nation’s hospital service. 


A tabulation of the institutions by type of owner- 
ship or control and by county is given in Table A. 


Two copies of the Schedule of Information were 
mailed to every institution on the list. These Schedules 
contained forty pages of questions covering the follow- 
ing subjects: 

General data 

Area served 

Physical plant 

. Patient service data 

. Medical staff 
Administration 

. Financial data 

. Educational activities 
Research activities 
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The recipients of the Schedules were requested to 
complete them and keep them available pending the 


TABLE A: INSTITUTIONS BY TYPE OF OWNERSHIP OR CONTROL AND BY COUNTY 
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visit of a field worker. Because of the comprehensive- 
ness of the questionnaire and the recognized difficulty 
in preparing the statistics required for its completion 
at a time when most medical institutions were very 


busy and experiencing personnel shortages, a period of 


thirty days was allowed between the mailing of the 
Schedule and the visit of the field worker. 


Preceding the mailing of the Schedules, a letter 
was sent by Dr. Merrill L. Stout, Director of the 
Hospital for the Women of Maryland, who was Presi- 
dent of the Maryland-District of Columbia Hospital 
Association. This letter portrayed the survey as some- 
thing apart from the usual questionnaire, received in 
such abundance by hospital administrators. 


Accompanying each Hospital Schedule was a letter 
from Dr. Walter D. Wise, Chairman of the Hospital 
Survey Committee, requesting that the information be 


entered promptly in preparation for the later visit by 


the field worker. 


Visits were made to the 200 institutions and to 
some of those which were later deleted from the list 
when they were found to have discontinued their 
work. 


The administrators of the institutions, with few ex- 
ceptions, were willing to cooperate with the survey effort 
but were universally seriously handicapped by a num- 
ber of operational problems. 


Few Schedules were completed at the time of the 


field worker’s first visit. In some cases, even though 
notice had been sent of the planned visit, a single entry 
srr Meee been made prior to the arrival of the field 
worker. 


Some Schedules, especially in the cases of nursing 
homes, were completed by the field worker from the 
meager records available. In the larger institutions, 
where considerable time was required to prepare the 
statistical data, the administrator was assisted with the 
factual data and urged to complete the balance of the 
work by the time of a later visit. Many institutions 
had to be visited more than once and, in some cases, 
as many as four visits were necessary before the Schedule 
was completed and ready for audit. 


Public Health Department Facilities Schedules of 
Information were sent to the health officers in each of 
the counties and Baltimore City. Dr. Robert H. Riley, 
Director of the State Department of Health, and Dr. 
Huntington Williams, Commissioner of Health of Bal- 
timore City, urged their respective staffs to complete 
and return these Schedules promptly. 


The responsible persons performed this duty and re- 
turned the Schedules completed, with the result that 
this phase of the survey was completed with a minimum 
of effort on the part of the survey staff. 


The field work was started in April 1946, and com- 
pleted in October of the same year. 


Chapter 4. 


ae Hospital Survey and Construction Act was 
intended to include general, tuberculosis, chronic 
disease, and mental hospitals. Because of the State 
chronic disease hospital program, the survey in- 
cluded, in addition, nursing homes, homes for the aged, 
and other special institutions. This was done for the 
purpose of gathering data on the number of patients 
being cared for in places other than their homes, and 
for estimating the potential load which would fall on in- 
seaHene of the various types once they became avail- 
able. 


Owing to the inclusive nature of the survey, it was 
necessary to group the types of institutions under twelve 
headings. The original grouping included the follow- 
ing categories of hospitals: 


1. General 
2. Nervous and Mental 
3. Tuberculosis 
4. Contagious 
5. Obstetric 
6. Pediatric 
7. Orthopedic 
8. Eye, Ear, Nose, and Throat 
9. Convalescent 
10. Skin and Cancer 
11. Chronic Disease 
12. Others, Including Aged 


In Table B the institutions are shown by type of 
service and county. 


The institutions were requested to report their bed 
complement, that is, the number of beds actually set 


CLASSIFICATION OF INSTITUTIONS 


up and in use for inpatients, excluding bassinets for 
newborn infants. They were also asked to report their 
normal bed capacity, that is, the number of beds for 
which the institution was designed or, in lieu of this 
information, the number of beds which could be set 
up allowing 80 square feet of floor space per bed. A 
positive differential between the bed complement and 
the normal bed capacity indicates the expansion of 
capacity, or crowding, which the institution per- 
mitted without adding space for beds. The original 
tabulation of the bed complement by county, by type 
of institution, and racial assignment is shown in 
Table C. 


For this tabulation, the institutions were grouped 
under the four main headings referred to in the Hospital 
Survey and Construction Act, that is, general, tuber- 
culosis, chronic disease, and mental hospitals. The Act 
specifically excludes institutions giving only domiciliary 
care. 


General hospitals included those institutions offer- 
ing medical care, surgery, and obstetrics. Hospitals 
admitting patients having conditions which fall in the 
category known as the specialties were grouped sepa- 
rately, but later included with general hospitals. In 
this group were contagious disease, obstetric, pediatric, 
orthopedic, and eye, ear, nose, and throat hospitals. 
Tuberculosis hospitals included those institutions where 
admissions are limited to patients having tuberculosis. 
One hundred beds maintained at Springfield State 
Hospital for the care of mental patients having tuber- 
culosis were counted as beds for mental patients. 


TABLE B: INSTITUTIONS BY TYPE OF SERVICE AND COUNTY 
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TABLE C: BED COMPLEMENT BY COUNTY, TYPE 


OF INSTITUTION, AND RACJAL ASSIGNMENT 


; ro g 
J a; 2 g 
a Z Se 
a a - Zz < S| ee 
z 12) n ) Aw a O o 
COUNTY < 8 a $ 2 = -3 4 > TOTALS 
3 a 8 8 e g ; ae z 9 ; a 
< Di 5 o & oe fe x 4 Z = a 
2 os re < 5 & rs) eal 2 = < Zz fe g 
2 2F 2) = Ha a ea i > z e} BA < 
eee Se re Ee eee te eee : 
oO Ze = S) fo) vy fo) Ad . n 6) Od 5 
w NW w Nw w NwW| W NW| Ww Nw| Ww NwWiw NWiw NwWiw NW| w Nw w NW Ww NY w NW 
Allegany ........ 391 2 9 — —- —|/— —|6 —|— —|—- —-17 —-—- -\-— — 48 — —| 558 2 560 
Anne Arundel... . — — 1,234 —- —-—- — 8 —|—- -S- -|\ _ 9. — — 79 1,287 1,316 
Baltimore ....... — —/4,11 —| 453 11] — —| —|— —|— ——| — —{126 —|— _ 89 —| 182 —| 4,962 11 4,973 
CRIWer too sex PR TE a —- —-|— —-|— —|— —|—- —-+-—- —-+- -|- — —_- — —- — 11 26 
Caroline... .)... >. —_- — —- — —- —|— —|8 —|— —-|- -S]- -S- -|)- — —_- — —_- — 8 — 8 
Capote. oe 2. — — 3,011 — — 357)/— —|— —|— —-|—- —-— —j1l1 —|— — — 37 —} 3,059 357 3,416 
(S| i teh ea eee 62: -10 —- — —- —|— —|4 —|— —|- -S- -S- -- _ 13 — - — 79 10 89 
Chaviog se eke. 23 8 —_- — — —- —|— —|— —|- -- -- -|- _ —_- — —_- — 23 8 31 
Dorchester. ...... 57 18] 492 — - —-- —-\- —|— =S - aS Cr OU OS CC _ —_—_ 22 —_— 571 18 589 
Frederick. ....... 175. 88 30 —| 523 —|— —|— —|— —|—- -|—- -—||—- -—]- - — —| 284 22|) 962 55 1,017 
arrekG es ot. 3 _- — —_- — —- —-|— —|—- | —|- -+]|- —+4- -| — 24 — —_- — 24 — 24 
Plarferdis 0... (fae OE —- — —- -—-|—- —|\— —|— —|—- —-— —-}20 —|— _ —_- — —- — 98 11 109 
Howard... fo. _- — 51 — —- =—-—- -|\ —|— —+| —- -'- Sr — = _—- = 51 —_ 51 
BON So Hfatacs. os 25 6 —_- — —- —|—-— -—|\— —|— —-|—- -+-—- -- -|- — 13 — —- — 38 6 44 
Montgomery..... 3823 20) 100 — —- —-—- —-—|— —|— —-—- -—-— —lM41 —|— —| 141 — — —| 705 20 725 
Prince George’s ..| 206 — 97 —- -S—- —-|\— —|— —S+—- —-+—- —--— —|— _ — — 114 — AT — 417 
Queen Anne’s .... _- — _- — —- —|—- —|\— —|— SS —- -S- SI -CUF _ 310 _—_ — 81 — 81 
St. Mary’s....... SiG Sf af ge RS eae ac a STE ga | a a rere (erin cee Mere ree es ea (ces en eter ee ge ne ee nay 10 45 
Somerset........ 30 8 _-_ — —- —-|—- —|\— —|— =|-—- -sS]- -- - _ ae ai = = 30 8 88 
SUBLBGb athe. cies 83 25 _ — —- —-|— —| 8 6|— —=|- -- —=—|— _ — 26 —_ als yg 31 148 
Washington...... 18 — —_- — — —-|/— —|4 —|— —|— —-|26 —| 54 —\— —_ 540 — 22 —| 845 —_ 345 
Wicomico........ 147 30 —_- — 60 —|— —|— —|— —|— ~—|}— —|39 —\— _ _- — 64 —| 810 30 840 
Worcester....... plea] detects Stet ea —|— —|— Sh Ses tbe Sis aee ieee Bees Se Oe ap Reel eet ee — — 
County totals... .| 1,905 192] 7,989 1,234] 1,036 368) — -—I39 PA SES ee eg ey Pes es eee cere coe eee Oe eee yd ae 
Baltimore City...|5,780 514 425 —| — —l100 —|8 —|— —172 47| 79 26/348 —/21 " —| 884 18] 566 $2] 8,828 687] 8,965 
STaTeE ToTALs ...| 7,635 706] 8,414 1,234/1,036 368/100 —/38 g|-- —l172 47/122 26/7834 —|21 —|1,306 18] 1,267  54|20,845 2,462] 238,307 


Chronic disease hospitals included nursing homes, in- 
stitutions for the care of convalescent patients, chronics, 
incurables, and aged. Mental hospitals included 
primarily those established for the diagnosis and 
treatment of the mentally ill. 


The inclusive totals under the four broad headings, 
plus special institutions combined, are shownin Table D. 


More detailed analyses of the institutions and their 
constituent departments were made to determine which 
institutions should be excluded from the survey and 
ee categories would be credited with certain groups 
of beds. 


TABLE D: BED COMPLEMENT OF INSTITUTIONS REGROUPED 
ACCORDING TO BROAD CLASSIFICATION 


BED 
COMPLEMENT 


NUMBER OF 
INSTITUTIONS 


TYPE OF INSTITUTION 


8,341 
1,4042 
3,400? 


General hospitals 


Tuberculosis hospitals 


Chronic disease hospitals 1141 

Including institutions limiting admissions to: 
Chronies and convalescents 90 
Aged and others 24 


Mental hospitals 
Including institutions limiting admissions to: 
Epileptics 
Feebleminded 
Mental 


221 9,6482 


Special hospitals 514 
Including institutions limiting admissions to: 
Contagious 
Obstetric 
Orthopedic 
Eye, ear, nose, and throat 


DO COR 


200 23,307 


1Not including departments of general hospitals. f 
2Including bed complements of departments of general hospitals. 


During the period of the survey, Dr. Schnauffer’s 
Hospital at Brunswick in Frederick County closed. 


The Johns Hopkins Hospital included in its total 87 
beds in the Phipps Psychiatric Clinic, which were 
credited to the mental hospital bed total. 


The Baltimore City Hospitals included 280 beds for 
tuberculous patients, 451 beds for chronics, and 705 
beds for ambulatory aged, which were removed from 
the general hospital bed total. 


There were no deletions from the number of beds 
available for tuberculous patients; however, the beds 
for tuberculous patients at the Baltimore City Hospitals 
were added. 


The groups included in the category giving care to 
chronics, convalescents, and others including aged 
ranged from institutions bordering on the luxurious 
to places operated under conditions not fit for human 
habitation. At this point, institutions caring for aged 
persons and those giving only domiciliary care were 
excluded. In the final analysis this group was sharply 
discounted because few were found to offer more than 
domiciliary care. 


Rosewood State Training School for Feebleminded 
was removed from the category of mental hospitals. 
Also excluded were the Bowditch Hospital School and 
the Silver Cross Home, both institutions for epileptics, 
and the Marine Home for Retarded Children. 


The results of this reclassifcation of institutions and 
departments within institutions and after certain ex- 
clusions are shown in Table E. The normal bed 
capacities, determined from the reports, are also shown 
in Table E. 
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TABLE E: BED COMPLEMENT AND NORMAL BED CAPACITY OF 
INSTITUTIONS AFTER RECLASSIFICATION AND EXCLUSIONS 


DIFFERENTIAL 
BETWEEN 
STANDARD | NORMAL AND 


TYPE NUMBER BED NORMAL UNDER STANDARD IN 
OF OF COMPLE- BED PUBLIC PuBLic LAW 
INSTITUTION INSTITU- MENT CAPACITY | Law 7251! 125 
TIONS 

General. ....... 42 6,874 6,566 8,923 —2,357 
~ Tuberculosis... . 62 1,6843 1,8838 3,177 —1,294 
Chronies see. 902 2,3913 2,3913 8,966 —1,575 
Montalie igiiis 5 182 8,2923 71,4533 9,915 —2,462 
Speciale piss; 7 300 300 — 300 


TOTALS Ys. 163 19,541 18,593 25,981 —7,388 


1Based on population of 1,982,947, United States Bureau of the Census, Esti- 
mated Civilian Population, 1943. The population total used in the final analysis 
was 2,017,917, United States Bureau of the Census, Estimated Civilian Popu- 
lation, 1945. 

2Not including departments of general hospitals. 

3Including bed complements of departments of general hospitals. 


An analysis of normal bed capacity by type of owner- 
ship, type of hospital, and racial assignment is given 
in Table F. 


Having established the net normal bed capacities, 
comparisons were made with the maximum for each 


HOSPITAL SURVEY AND PLAN FOR MARYLAND—PART II 


category as set up in the Hospital Survey and Con- 
struction Act. The standards in Public Law 725 are 
as follows: 


General hospital beds..........4.5 per 1,000 population 
Tuberculosis hospital beds..2.5 times the average an- 
nual deaths from tuber- 
culosis in the State for 
the five-year period from 
1940 to 1944.1 
Chronic disease hospital 
cn | eae ae ad Nes 2.0 per 1,000 population 
Mental hospital beds _........ 5.0 per 1,000 population 


The standards in each of the categories were com- 
pared with the existing normal bed capacities in 
Table E. It was found that the over-all shortage of 
beds in all categories, when compared with the stand- 
ards set up in Public Law 725, was 7,388. Detailed 
tabulations for each of the categories are shown in 
Tables G, H, I, J, and K. 


During the later study of the individual institutions, 
deletions for unsuitable construction and other reasons 
were made, with the result that the acceptable bed 
total was reduced and the number of beds needed 
increased to 9,208. 


1Deaths from tuberculosis in Maryland for this period were: 
1940, 1,802; 1941, 1,256; 1942, 1,263; 1948, 1,250; 1944, 1,285. 
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TABLE G: GENERAL HOSPITALS, BED COMPLEMENT AND NORMAL BED CAPACITY BY RACIAL ASSIGNMENT 


BED COMPLEMENT NORMAL BED CAPACITY 
NAME OF INSTITUTION LOCATION _———$—— » | | | 
White Nonwhite Total White Nonwhite Total 
ij oe Allegany County 
ANerany rOnpibali cre ccrcele s anccelst palvatic Mtns v see arangeteees Cumberland: 30s a kes 124 a 124 124 a 124 
Miemorialstlospihal acu gceccr ate ate en te gece eal ener dE Cumberlands. 208s nan ees 218 a 218 218 a 218 
1s Gb eVsiecter o Ge’c} oy ir MIRE rea aglaeieaet ain Alder notes EN Acar ane enteric A POREOULE Gi se oe icles hip ee es 49 2 51 49 2 51 
Anne Arundel County 
Annapolis Emergency Hospital...................05- PTINBDOMS Laci tts tah ee rere 58 12 70 58 12 70 
Calvert County 
Calvert: County-F Ospital: os vane ta -aainc sea a eu grays Prince Frederick. ........... 15 11 26 15 11 26 
Cecil County 
Wnionstlospitabcin aces ce eae bet her ote te ee agen Te AEG Ai ae Ate am ee Fe 62 10 72 62 10 72 
Charles County 
Physicians Wemorials Hospital: 5 nascar aias oes a Plates se eer teats Gee 23 8 31 25 8 33 
Dorchester County 
Cambridge-Maryland Hospital. 0s Wigs ss cas we ee Wampridgess. tscs packet uae 57 18 75 47 18 65 
i Frederick County 
INFEGeTiCk Olby LOBDIGA) 155 nal arceo iets esr wp uta bao ocalleleates PFOGORICKE cf ore seca 114 11 125 100 11 191 
Frederick County Emergency Hospital...............- PTOOCHICK fe ea aie ee 31 Paya 53 33 22 55 
Harford County 
Mountain: Green ceOspitaliencs 4.3. Gass er erchenee oe Bel Aan scene ine oars 17 — 17 17 — 17 
HMariorasMemorial: Hospitals. poe eine wena nia areak ats Bayre Ge Gracewes ein 61 11 72 61 11 72 
Kent County 
Kent and Queen Anne’s General Hospital.............. CUESTEICOWM oso 5) sce gas Disiees 25 6 31 25 — 25 
Montgomery County 
Montgomery County General Hospital................ Olin ays ee coe ace ate ane ess 30 10 40 30 10 40 
Suburban tospibalsncasce ora cee ae. ear eamietege rte ates Peothendass esos Vee ee 92 10 102 92 10 102 
Washington Sanitarium and Hospital.................. Takoma Park a eis yd aieuie ae 201 — 201 188 — 188 
Prince George’s County 
Eugene Leland Memorial Hospital.................-4- Riverdalesss ere saa 87 b 87 87 b 87 
Prince George’s General Hospital.................+-.. ACNOV ERT ie eaten se oe ale ates 102 b 102 102 b 102 
VVATTONGELOS UAL Sisal teases ane Gate eos e 4 ah at doen Bui g Ko aeali\a acexs TAUTCN ce seis Ss ee cna oan ee ae 17 — 17 17 — 17 
St. Mary’s County 
Sts Manrycssbospitals aoe As aac tome alcke mn abronr: Leonardtown... ih 35 10 45 35 10 45 
Somerset County | 
Edward W. McCready Memorial Hospital............. CTISHEIGS acs ak wire wii 30 8 38 30 8 38 
Talbot County 
Haston Memorial Hospitals; sess Gass sissies ae ee HEHE Ts Wo} o aaa paigeap ern Cake Rees Ra 83 25 108 67 20 87 
Washington County 
Washington. County: Hospitals. . tis oa ae ke PTageratowne a: oan Cen eo 175 10 oh ed5 eae 132 10 142 
Wicomico County 
Peninsula-General Hospitals sss besa cae ee Salisbuny ee oir ee steed Re 147 80 177 147 30 177 
(God F Fann Aa Re I eae easy NUN A ae aM enn herrea esau e lye MaMGRIPa | Renee ne a aitar Mean RAs ese nee BC 1,853 214 2,067 1,761 203 1,964 
a5 gee oe Baltimore City oN 
BaAlIMGre Citys LLOBDIUAIS erase Gap ec ee ie Dont aie a eoee 4940 Eastern Avenue...... ek 513 a 513 513 a 513 
Bon SCCOULBTELORDILAL ry osc uce marae eye Sta Oa ea ee 2025 West Fayette Street .... 142 — 142 142 _ 142 
Church Elome and: Hospitals iin seals eee Broadway and Fairmount 
SAN ONG a ere roa ecia nena 165 —_ 165 165 — 165 
MranklinoScuaresELOSP loses: os cscve set Piste tes feasts x veqite a sew ecaes 110 N. Calhoun Street....... = EA 25 202 158 15 173 
Hospital for Women of Maryland....................- Lafayette Avenue and 
PONN Seveebicis is Sess Fieve 124 — 124 124 — 124 
Uolns- Mop kins sEosplta ois) scenes v saree savain see cacs Se ae Broadway and Monument.... 
DERCR be so raisins eee 767 217 984 656 217 873 
Matyiand General Hospital, icv tie eaten Linden Avenue and Madison 
PSULCCUS cites a wees ee 233 9 242 228 7 235 
WRGECY IGOR PIbA soi aes is a ae ear apene oie aes ce eee Calvert and Saratoga Streets . 262 25 287 256 25 281 
Provident clospital: ise shcsca tsar cieen sd po eee enema 1514 Division Street......... —_ 125 125 —_ 125 125 
Sti AP Mes eOSDIUaE iccs sais ste Seo cte eens ta tace arate one eens Wilkens and Caton Avenues. . 221 — 221 184 — 184 
St Glosep brash ospitals 05 Sens kit ert er ceiaos aalenaietety S 1400 North Caroline Street... 230 20 250 230 20 250 
Sp ae Eb B hoy | 0) kr 4 IRM ara lame eee ee REY mB OnE lady ha ner eae dese oe 1714 East Monument Street . . 300 — 300 300 — 300 
South Baltimore General Hospital....................5 IZA Eicht: Street eos 138 12 150 127 8 135 
Sydenham-tHospital ae se ics oe ia oot sees pie eee ee Harford Road and Herring : 
BRUM ee ote ates eas aes el ees 100 a 100 100 a 100 
Union Menorial sospivalecie wos se cee. cremate ers piss 38rd and Calvert Streets. .... 341 _ 341 341 — 8341 
Volunteers-ot- America. Hospital. 6.5.6 sen ei eee 418 West Lexington Street ... 40 —_ 40 40 = 40 
West Baltimore General Hospital..+.................. Rayner Avenue and Dukeland 
Sbnecbss eon ee se 186 b 186 186 b 186 
UIT Y OLSIEY AEROS DUG cs gis ates te Roaia ema kccne eel tase eats oun Redwood and Greene Streets . 354 81 435 354 81 435 
ES HL CIIMOLE COLU Ys AO VAIS cores ce ket ew ees dtd ae nvr oad cae ad feos sists terete as Stem eaaeal Rs 4,293 514 4,807 4,104 498 4,602 
poe gy Neh 0 WP 0 ea a re ne lhe SL MUM ar paces eae Ware RE Oa arya MS ae SC pe ese ES 6,146 728 6,874 5,865 701 6,566 


aNonwhite patients admitted. 
bNonwhite patients admitted onJemergency. 
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TABLE I: 


NAME OF INSTITUTION 


NursInc HoMES 


Collins Nursing Home.............. 
Crump Convalescent Home......... 


Forest Avenue Nursing Home....... 


Bonny View Nursing Home......... 
Coale’s Nursing Home.............. 
Catonsville Home for Aged.......... 
Mrs. Jane Hitchcock... ............ 
Hoods Convalescent Home.......... 
House in the Pines Nursing Home ... 
Katherine Robb Nursing Home...... 
Yienger Nursing Home............. 
Armacost Nursing Home............ 


Fringer Nursing Home.............. 
Hale Home for the Aged............ 
MMOLE LOM Edn cis ese ya ore ee 
Rowe Nursing Home............:.. 


Harmony Nursing Home............ 
Mrs. Katie Tregoe’s Home.......... 
Kiser Nursing Home............... 
Harford Convalescent Home........ 


Grew Convalescent Home........... 
Mira. daacKing sc eee sae primer iets 


Christ Child Convalescent Farm..... 
Cur uchest Homers ar ace ha <icve aes 
Mrs. Elizabeth Gaither............. 
George Convalescent and Rest Home 

Jolliffe Nursing Home for Aged...... 
NETH ORO ore Gacy cate seiare Gerais. ok hetees 
Mrs: Lillie Bo Melton osc kek, 
Oak Drive Nursing Home........... 
Resthaven Convalescent Home...... 
INET SU aGO WIS EO OUW Ges a 20 os5- sich eaten 
Sandridge Rest Home.............. 
Sinclair Convalescent Home......... 
Spring Villa Convalescent Home..... 
Waverly Sanitarium.) -5.8.0 08 es 
Witzke Nursing Home.............. 
Woodlawn Sanatorium.............. 
WirsHiOlVe Wile nt:: xcrca crite teers 
Youngerman’s Nursing Home 


Mother Jones Rest Home........... 


Mrs. Legg’s Home for Welfare 
PPERIGNES ose scans eases te see eae ar ere 
Melvin Nursing Home.............. 
Palmatory Nursing Home........... 
Robbins Rest Mommie ies kts weer a 


Eshlman’s Nursing Home........... 
Gateway Nursing Home............ 


LIM Crest feth Sic career ae Wed eae ee | 
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NURSING HOMES AND INSTITUTIONS FOR CHRONICS, BED COMPLEMENT 


LOCATION 


Allegany County 


Cumberland s).i5-0 ses 
Camberlands3: cons tig 


DONEC 5 hora oa ea ies oh os 


Baltimore County 
Catonsville. ears a ta 
Catonsville soo 45 353 es 
Catonsville: 5 <a. ee 
Catonsviles aoe ee a 
Catonsville: see ey Cran s 
16 Fusting Avenue........ 
Pikesvilless ich eas 


Carroll County 
Westminster.............. 
Minks Dury... ccissiesgeruaeiaen. 
Westminster 2 os iin e is x es 


Cecil County 


COonowingo:.uir se aces 


Dorchester County 


Cambridge: 22.2 at se 


Garrett County 


Mountain Lake Park...... 


Harford County 


Bel AI ES seen ys one meer 


Kent County 


Chestertown: is.3c5..085 8 
Millington: 6k eae 


Montgomery County 


Rockwle wc sieck a eed 


Gaithersburg 30 ie ees 
Takoma-Bark oss oo se ous 
Sitver: Springs ):.25 aus 
akomaParkes, hoy acess 
Silver Spring 7. sass Sen 
Silver Spring #0234 .05.482. 
Takoma Park) ese See 
‘TakomacParie i Ge sess 
FROCK WAN Oy cnal econ eens 
WGNSINGUONG ste ee 
LAKOMAS EAL ats cls aos 
FVOCK Vill ees 23 0 See -cieeac as 


Takoma-Park: vices 
Rockwitle ese cok eterna 


Prince George's County 
Blyatisvalle sin cre, ess sneer 


Queen Anne’s County 


Minton sc. ain unre ntaats 
MNP CON NS  ectakcnageie he aiate oes 
Millington. .-<) <.cc see as 
MINING COR eis ies oe 


Washington County 
MAU CANE VIIO yoink asec 
ROUHOAO Ss ese aie ah erecta 


BED 


COMPLEMENT 


OD 


Dorerer 


24 


20 


NAME OF INSTITUTION 


The Lemon Home = 6533.65 ees ao 
Sallie Wright Nursing Home for 
Welfare Patiente sc. +34 4 sae es 


LOCATION 


Wicomico County 


Salisbury 05 sci ee ae 
Salisbury uvssts se re 


County Copal s 252: 4s sk este aeetg See Since ood ota todo casa atte go eee ee ee 


Alberta Convalescing Home......... 
Anderson Rest and Convalescent Home 
Ashburton Flouse oso st sats bors 
BSBECIU RIE aaa ais ke ocelot we 
Clifton Nursing Home.............. 
Cold Spring Home for Aged. ........ 
Colonial Nursing and Convalescent 
TOMO: oe eoers hin ke oe ee ees 


Edgewood Nursing Home........... 
Elmhurst Nursing Home............ 
Feinblatt Nursing Home............ 
Finley Nursing Home.............. 
Garrison Nursing Home............. 
Harford Convalescent Home......... 
Haven Nursing Home.............. 
Home or Our Wadyer os fa anced anes 
Jewish Convalescent Home Society... 
Parkmont Nursing Home........... 
Pine Ridge Convalescent Home...... 
Pléanor Shipley. ss Ae ian Gane ee 
WDHO SW AVC says c Saree oa ele Re are 
Twilight Rest and Nursing Home .... 
Opitz Home for Aged and Invalids.... 


Mrs: Mabel: Harrys y) 14. waa ee 
Miss Margaret Judge............... 
Agnes McKenna Memorial Clinic .... 
The: Misses Gaddis'ss352G Shs ys 
Mt. Carmel Nursing Home.......... 
Mentnor Lodge. 2s Fi36 ooo aed 
Mrs; Virginia sewis nat <0 same 6 ss 
Wheeler Nursing Home............. 


Baltimore: City. total. 4 ..sii72e «aoe 


State TOTAL, NURSING HOMES..... 


INSTITUTIONS FOR CHRONICS 
Mercy Villa Nursing Home.......... 


St. Gabriel’s Home for Convalescent 
Garis aoe ne, ea eas 


Infant and Child Health Center, Inc. 


County tots = iacise week Aten eae 


Baltimore City Hospitals, Department 

James Lawrence Kernan Hospital. ... 

Happy Hills Convalescent Home for 
Clildten soe See egos 


Levindale Hebrew Home and 
MYVEP IN ATN ec eee cies eee hs ee 


Jenkins Memorial, Inc.............. 
Aged Women’s and Aged Men’s Home 


Baltimore City 


4013 Liberty Heights Avenuc 
8605 Hillsdale Road....... 
3520 North Hilton Road... 
6028 Old Harford Road.... 
8502 Clifton Avenue....... 
2101 West Cold Spring Lane 


4506 Frederick Avenue... . 
2117 Denison Street....... 
6000 Bellona Avenue...... 
1708 Eutaw Place......... 
1701 Ellamont Street...... 
2601 Roslyn Avenue....... 
2803 Garrison Boulevard... 
4700 Harford Road........ 
4514 Garrison Boulevard... 
1302 West Lexington Street 
4601 Pall Mall Road 
4212 Parkmont Avenue.... 
4703 Hampnett Avenue.... 
4112 Edmondson Avenue .. 
8203 Brightwood Avenue .. 
1913 Eutaw Place......... 
Edmondson Avenue and 
Nunnery Lane.......... 
625 St. Johns Road....... 
132 West Lafayette Avenue 
212 Stony Run Lane ...... 
218 Ridgewood Road...... 
2476 Shirley Avenue....... 
526 South Chapelgate Lane 
4203 Springdale Avenue ... 


1700 Park Avenue......... 


Baltimore County 


Bellona Avenue, Govans ... 


Catonsyille.: 3.2.05. eee 


Washington County 


Hagerstown... 4ssc2 3 aes 


Baltimore City 


4940 Eastern Avenue...... 
Windsor Mill Road........ 


1708 West Rogers Avenue. . 
700 West 40th Street...... 


Belvedere and Greenspring 
AV BRU OR ee ole eaieet 

1000 Caton Avenue 

1400 West Lexington Street 


Baltimore City Total 32. kee es ei ak eo oS ee ede ee 


STATE TOTAL, INSTITUTIONS FOR 


OS ERONTOS it os os ew ase NAN eeteed a aw ea aorta Ten 


BED 


COMPLEMENT 


15 
24 


CLASSIFICATION OF INSTITUTIONS 13 


TABLE J: MENTAL HOSPITALS, BED COMPLEMENT AND NORMAL BED CAPACITY BY RACIAL ASSIGNMENT 


BED COMPLEMENT NORMAL BED CAPACITY 


NAME OF INSTITUTION LOCATION (a 
White Nonwhite Total White Nonwhite Total 
Allegany County 
pam CaTRTE RIE CEN ert oho) nicks Pale Wie SRO cs wk hacablodies Cuminerland’. 2 os s-5 cee 96 a 96 52 a 52 
Anne Arundel County 
Crownsville state Pospital. . 2.2602 oo sk ee we Crownsville so oS Sh — 1,234 1,2341 — 1,044 1,044! 
Baltimore County 
Sei PREAMP IVE AOR soo <hae  giiciaty Gea ask lvoe ie bs clergss aisle dares IROWMOL © cis ira cites oR e 8 cas 22 —_ 22 22 _— 22 
PSST AUST ASS SS a as in a eG a eae COLOR BUIO Noes Ben cri va cian Gye 69 — 69 42 — 42 
area PCRTACEECIBTNINNE ere Gh OSL ee i Mpeb gay pis eo oe bl del r oy A 85 — 85 85 — 85 
Sheppard and Enoch Pratt Hospital................... MROWSOMRG = cialitona Ph ee as 300 _ 300 238 — 238 
Sprme Grove: State Hogpital 2... cc ec ee es Catensywles. oo ck secs Seats 2,214 — 2,214 2,013 _ 2,013 
Carroll County 
PIDPINPHCIG State FOSDItAl. oo 6 sc cic ns estebin oes von csesee DN KESWINEI nt cct coa vane ls ci 3,011 = 8,011 2,688 _— 2,688 
Dorchester County 
master Snore state Eospital «052... eek voce eee esses COFADTINEO oes ke ciao ees 492 —: 492 466 _— 466 
Frederick County 
IGMANCOLEESE SANRTGOTIUIMN : cic). SoS alc ele ce a ev elas og aieia we lamellae. to6 sot eS es 30 — 30 55 _— 55 
Howard County 
MOSER Mera Seaton faire alent Aah e aided ee cme aaa es Meo Citys toga cna ec 33 — 33 33 —_ 33 
UPR RINGN CNR OENY ect roo. ai at cass ope olate che oa baiaile @ aly avs PaROOL CUE 5 2 ite cs hates. 2 18 — 18 18 _— 18 
Montgomery County . 
PISALOCOIU SATIACOFINM).. so... sie cn ew ce coeevccateace’s SHEVOR SEUNG coos sc eiseicce cere 50 — 50 50 —_ 50 
rere iG PORE SANOCOFUN 05 2510 d cela cles ce se sccaiviawee RROCE WHIGs ise 0c se. cla 50 —_ 50 50 — 50 
Prince George’s County 
PPT UEL Eo SGV 117 Ean eg geet a ae a ee EBUVOK Sai neat OP eae wae 85 oo 85 85 —_— 85 
SNM RRM eee aac scree vee sei sce aie lak Cie back gow oR ee vind ras dade cea ovmbas 6,505 1,284 7,789 5,847 1,044 6,891 
Baltimore City 
SME RNTC CERISE ecg too a aaa ss sas Sus wae we 5 8 Athol and Frederick Road ... 41 | — 41 51 = 51 
PRETORIA EVISCIGUGG coche tio. aos siG o,0 So's out ces ob bee ose 6420 Reisterstown Road..... 396 — 396 896 —_— 396 
Phipps Psychiatric Clinic (Johns Hopkins Hospital)..... Broadway and Monument.... 
RECA otha) cae i ain sc sees cee 87 — 87 87 _— 87 
aNEnm IRA r TER EERBATAINN go CoRtr nic <1 > F. s dice «di cce a wists pw ea 600 South Chapelgate Lane 29 as 29 28 = 28 
RI NEES eas ea caer xe Gece a. Co wdas Sie. <a! wiero ete, oe reiwi SPs MewnsOw ie wide a Ws 553 -- 553 562 os 562 
MCU ER pee ee ser) i errans aie Side Wiscelea hous s-o°s sale Se aR ee ola Meee 7,058 1,284 8,292 6,409 1,044 7,458 


aNonwhite patients admitted. 
1Space for 164 additional beds when help is available. 807 patients (on date of survey) were in hospital in temporary beds not counted in complement. Normal at 
a mental hospitals is based on 45 square feet to bed plus 25 square feet per patient in day rooms. For infirmary and criminally insane patients the beds are at 
- square feet. 


TABLE K: SPECIAL HOSPITALS, BED COMPLEMENT AND NORMAL BED CAPACITY BY RACIAL ASSIGNMENT 


BED COMPLEMENT NORMAL BED CAPACITY 
NAME OF INSTITUTION LOCATION S| | | Js 
White Nonwhite Total White Nonwhite Total 
Allegany County 
aE MMURER Ee amine (5 0! LIS Seats sista! Seis, cihielp sis a eie eles es WV CSLERN DOI = occ, sis55 acreehe > 17 _ 17. aby —_ 1% 
Washington County 
Fleming Eye, Ear, Nose, and Throat Hospital.......... WN AMEDONG. cick ccc aces vie 's 26 — 26 26 — 26 
Net ree SE eae inl. dann alll cored xls ce ues oak alae wie susve oe a ROR 43 — 43 43 — 43 
Baltimore City : 
Baltimore Eye, Ear, and Throat Charity Hospital....... ADV ataw Fiace 55. eS 51 14 65 51 14 65 
Serie NBER TO PITNTO 5.) 555 gas Soe. Wr al'e.'e sha eia hiv einl's wie be 100 East 23rd Street......... 14 a 14 14 a 14 
Meron = ClOspital SCHOOL. 2.6. ik ee cc cee cee ves Greenspring Avenue......... 115 15 130 115 15 130 
NM MEE EMER SEEN 25k care al ksdiete ok bork se es Wiis ease 876 Washington Boulevard... 8 — 8 8 — 8 
Presbyterian Eye, Ear, and Throat Hospital............ 1017 East Baltimore Street... 28 12 40 28 12 40 
TERMI Te TSe re CAA oa Fh ae OAL At on lea ge oe Naa a)s SS. a HS apeia GRR IS i oo Sis, © wo gensecas 216 41 257 216 41 257 


a MARY SOP Me Se tS oc atc ree cal les SS ced. o> or cas a tora tobi io tacala loud as clagachiare er a Viaeilg ea. evble wes ace 259 41 300 259 41 300 


PART III 
PLANNING 


Chapter 5. 


Gis field work completed, the Hospital Survey 
Committee embarked on the second phase of its 
work, which consisted of an analysis of existing facilities 
and related economic, sociologic, geographic, and other 
factors for the purpose of preparing a comprehensive 
long-range State Plan. 


It was recognized both by the authors of Public Law 
725 and the members of the Hospital Survey Com- 
mittee that, with the number of factors influencing 
the establishment and utilization of hospital facilities, 
no exact formula could be established for use in plan- 
ning hospital facilities for communities. 


In the Act, broad basic standards are established. 
Section 622 of the Act requires that the Surgeon General 
of the United States Public Health Service, within a 
period of six months, prescribe general regulations 
covering the interpretation and operation of the Act. 


A tentative set of these regulations, released on 
November 20, 1946, was discussed with the survey di- 
rectors of all the States at a meeting held in Washington 
on December 6, 1946. The purpose of this meeting was 
to explain the proposed regulations and, at the same 
time, obtain the benefit of the thinking of the directors 
for use in the final draft. Final regulations were is- 
sued on February 11, 1947, and amended June 10, 1947. 


Since the regulations define and interpret the mean- 
ing of the Act and are of basic importance in the 
preparation of the State Plan, they have been included 
in this report as Appendix B. 


Throughout the Act and the Regulations, standards 
have been established, but it is clear that the intention 
was to leave the application of the standards to the 
discretion of the State agency as much as possible. 


Where it was found that the regulations were not 
sufficiently specific for the purpose of making a de- 
termination of relative need or priority of a project, 
the Committee established its own policies or applied 
its own judgment. 


The final plan projects a system of integrated facili- 
ties which will provide adequacy of service in all the 
categories. As an approach to this end, the individual 
categories were considered separately (Chapters 6 
through 10). 


Having made a determination of the needs, it was 
necessary to set up a priority system based on the 
urgency between and within the categories. 


Priorities and the methods and reasoning used in 
their determination are discussed in Part IV. 


Population data 


Population statistics were basic factors throughout 
this program. The allotment of funds to States was 
calculated by means of a formula in which the popula- 
tion of the State was a factor. The classification of 
areas as base, intermediate, or rural within the State 
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INTRODUCTION 


was based in part on population. The determination 
of beds needed in the areas was related to population. 


The United States Public Health Service Regula- 
tions, Subpart A 53.1 (0) (Appendix B) require that 
“the latest figure of civilian population certified by the 
Federal Department of Commerce’”’ be used. 


The latest actual count of inhabitants was the 
Sixteenth Census of the United States, taken in 1940 
(Appendix I). As of that date, the population of the 
State was certified as 1,821,244. 


As of November 1, 1948, the United States Bureau 
of the Census estimated the civilian population of 
Maryland as 1,982,947.! This figure was based on 
registrations for War Ration Book Four (Appendix I). 


As of July 1, 1945, the United States Bureau of the 
Census issued estimates for the States, crediting Mary- 
land with a civilian population of 2,017,971. This 
figure established an increase of 35,024 above the 
November 1, 1943 figure, which originally was used 
in making the determinations in this study. 


The Bureau of Vital Statistics of the Maryland 
State Department of Health, on November 1, 1945, re- 
leased an estimate on population for 1945 in which the 
total for the State was given at 1,999,477. This esti- 
mate, based largely on the 1948 data of the United 
States Bureau of the Census, was not used in final 
analysis. 


No attempt was made to reconcile the November 1, 
1943 figures for political subdivisions with the State 
total estimated by United States Bureau of the Census 
for 1945, because it would involve questionable assump- 
tions. A pro rata distribution would not give a true 
result. A projection of a population curve for each 
county would be unsatisfactory because of the effects 
of the war. Some areas exhibited extraordinary popula- 
tion increases between 1940 and 1948, while others 
which had previously shown a consistent increase ex- 
perienced a decrease for that period. 


Since the 1943 civilian population estimates of the 
United States Bureau of the Census were the latest 
certified figures for the political subdivisions, they were 
used for the classification of areas and the allocation of 
hospital beds. The State Department of Health, as 
the agency responsible for the hospital construction 
program, will be vested with authority to revise the 
State Plan in line with changed conditions. Since the 
program will be operative over a period of at least five 
years, later estimates by subdivisions may call for 


modification of the allocations. ‘ 


In the meantime, the additional beds to which the 
State is entitled as a result of the certified increase 


of civilian population of 35,024 between November 1, 


1United States Bureau of the Census, Population—Special Re- 
ports. Series P-44, No. 3, February 15, 1944. 
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1943 and July 1, 1945 were placed in the pool,! which Allocation by way of the pool allowed for as much 
was allocated on the basis of unusual need. Since the consideration as any method which might be devised 
pool is the one point at which the allocation of beds is for the apportionment of the differential between the 
flexible, it was the logical place to put them. On the two certified population estimates. Allotment of the 


State ratio of 4.5 beds per 1,000 population, this re- total number of pool beds is shown in Table L. 
= in an increase of 158 beds being placed in the Sa 
pool. 


1 The pool is described further in Chapter 11. 


TABLE L: GENERAL HOSPITALS, COMPARISON OF EXISTING NORMAL BED CAPACITIES WITH STANDARDS ESTABLISHED BY 
PUBLIC LAW 725 FOR BASE, INTERMEDIATE, AND RURAL AREAS* 


BEDS NEEDED ACCEPTABLE Breps NEEDED DEFICIENCIES BEDS 


ACCORDING To NorRMAL BED ACCORDING To | BETWEEN AREA ALLOTTED TOTAL 
AREA? POPULATION® STATE CAPACITY AREA STANDARD AND To AREA BrEps 
STANDARD STANDARDS EXISTING BEDS FrRoM PooL NEEDED 
4.5 per 1,000 4.5 per 1,000 
Baltimore Base Area (B-1) i Pay aE oT 
LOTLED SSG) ESECS§ 97 ES Sa a a 927,941 4,176 4,568 
Palcmmore County... 2 oc. ese 202,425 911 _ 
Anne Arundel County............... 77,070 847 70 
Meanie County ee te ees 42,890 193 12 
LOW OTD BCOG UTS 3 aa ae pea a ea 18,481 83 oo 
MBPOES COBNCY ook hk wks ce eiaie dees 89,399 177 _ 
nee reg T OtaIS «on. 6 hc csp e's bes 1,308,206 5,887 4,710 5,887 L177 385 6,272 
4.5 per 1,000 4.0 per 1,000 
Intermediate Areas a — 
Allegany County (I-1).............45 81,302 366 410 825 —_— 75 485 
Washington County (I-2)............ 69,890 314 1684 280 112 — 280 
Frederick County (I-3).............. 51,774 234 166 207 41 —_ 207 
Montgomery and Prince George’s 
Migmmbiog Clot). oou.cci sneer accuses 221,780 998 519 887 368 — 887 
Peet County: (1-5). ose <a ee leds cee 82,055 144 72 128 56 — 128 
Talbot and Caroline Counties (I-6).... 32,237 145 87 129 42 50 179 
Dorchester County (I-7)............. 24,264 109 65 97 32 15 112 
Wicomico County (I-8).............. 32,960 148 177 132 — 70 247 
Intermediate Area Totals............ 546,262 2,458 1,664 2,185 651 210 2,525 
4.5 per 1,000 2.5 per 1,000 
Rural Areas — 2 
(Garret. County (i-1) <0. ove secs e's 18,534 83 — 46 46 — 46 
Parmer County Cit-2). oo. se cee wee 10,549 48 os 26 26 — 26 
@narica County (i$): 6s 19,784 89 33 49 16 —- 49 
St. Mary’s County (R-4)............. 17,877 80 45 45 —- 25 70 
Kent and Queen Anne’s Counties (R-5) 25,265 114 25 63 38 oa 63 
Worcester County (R-6) ........... a 19,201 86 — 48 48 12 60 
Somerset County (R-7).............. 17,269 78 38 43 5 — 43 
PERUNEN AMOR HOGAIS o6 2 oo. c.ccies cise ec ues 128,479 578 141 820 179 37 357 
Population differential from 
Se LS co We 0 ae 35,024 158 
VDA WEY ONOTAES. si Avere'c 0 sieves vee 2,017,971 9,081 6,515° 8,392 2,0077 6328 9,154 


eee 


1Includes acceptable general and special hospital beds. 

2Area number given in parentheses. 

3United States Bureau of the Census, Estimated Civilian Population, 1943. 

4Includes 26 beds in Fleming Eye, Ear, Nose and Throat Hospital, which closed after survey was completed. 

5United States Bureau of the Census, Estimated Civilian Population, 1945. 

®Includes 44 beds in Allegany County and 29 beds in Wicomico County which are in excess of the State standard for the area. This total of 73 beds accounts for 
the discrepancy between the standard number of beds at 4.5 per 1,000 (9,081) and the final total number of beds needed(9,154). 

7Beds in Allegany and Wicomico counties not included. : f 

8Pool beds include adjustments both for the difference between the State and area standards, as established by the United States Public Health Service, and for 
the population increase between 1943 and 1945. 


Chapter 6. GENERAL HOSPITALS 


HE general hospital is difficult to define concisely. 

An institution is classified as a general hospital 
when it admits more than one type of patient. The 
maintenance of service for medical, surgical, and ob- 
stetric cases is usually considered the minimal scope 
of a hospital so classified. As its field is broadened to 
include departments rendering services in psychiatry, 
tuberculosis, specialized surgery, and other fields of 
medicine, it continues to be classified as a general 
hospital. 


The basic program of a general hospital is considered: 


1. Treatment of the sick and injured 

2. Education of medical and nursing personnel 

3. Prevention of illness, or conversely, the preser- 
vation of health 

4. Research 


The degree to which the full program is executed 
varies with the size of the hospital, its location, and 
the availability of personnel. 


Included in the category of general hospitals are in- 
stitutions ranging in size from those maintaining only a 
few beds and a limited program to large institutions 
having in excess of 1,000 beds and carrying on the full 
program. 


In spite of the sameness of title and purpose, the 
utilization of the institutions as to area served and 
efficiency of operation varies with the size of the 
hospital, its relation to other institutions, and the type 
of patients treated. Because of these variables, two 
basic factors were necessarily considered in determining 
an adequacy of service for all communities. 


Of first importance was the determination of the 
location and size of the hospital which might be rela- 
tively accessible and which could be maintained and 
utilized efficiently by the people for whose service 
it was intended. 


The second consideration was to develop a plan of 
integration, by which services which could not be 
duplicated in every community would be made avail- 
able generally. 


The standards issued by the United States Public 
Health Service, in which variables in bed ratios to 
population were established, were based on detailed 
les (Appendix B, Subpart A 58.1 (a), (b), (c), 
and (d)). 


These standards for base, intermediate, and rural 
areas, 4.5, 4.0, and 2.5 beds per 1,000 population, 
respectively, were used in classifying the areas of the 
State and determining the number of general hospital 
beds needed. Since the State standard of beds was 
established at 4.5 per 1,000 population, the beds in 
excess of area standards were considered pool beds. 
A regional plan of services was drawn up to indicate 
the points to which communities might turn for serv- 
ices not locally available (Chapter 6, Section 3). 


The institutions classifed as general hospitals in 
Maryland range in complement from 17 beds to 984 
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beds (Table G). Most of the smaller hospitals serve 
their local communities, whereas the Johns Hopkins 
Hospital, the largest general hospital in the State, 
serves the world. 


Most small hospitals maintain services for medical 
and uncomplicated surgical and obstetric cases. As 
the size of the hospital increases, there is a proportionate 
broadening of its fields of work. 


After a study of the population distribution and the 
existing facilities, including some reclassifications and 
deletions because of unsatisfactory structures, the 
areas in the three classifications were set up as defined 
in the Regulations (Table L and Map 1). 


It will be noted in Table L that 632 beds remained 
for allocation as pool beds, after all areas were assigned 
ue maximum number of beds according to area stand- 
ards. 


Only one district, Baltimore City and the surround- 
ing counties, qualified as a base area. There are eight 
areas classified as intermediate and seven as rural. 


The areas and the reasoning behind their establish- 
ment are contained in later sections where the general 
hospital service areas are discussed individually. 


No hospital communities were designated as area 
centers because, in most instances, hospital service 
areas are served by facilities in one community within 
the area. The base and district hospitals in the regional 
centers are considered to serve as centers. 


Where more than one community exists in a service 
area, it was felt that the institutions were of comparable 
status; hence they were not expected to serve as con- 
sultation centers. It is expected that such services will 
be available to all institutions in the State, flowing 
from the base or district hospitals. 


Table M analyzes the utilization of hospitals beds 
in relation to population. Having the number of ad- 
missions, and the number of patient days, it was pos- 
sible to calculate the average length of stay per patient. 
Table N, which lists the origin, or place of residence, 
of patients discharged from general hospitals, gives a 
basis for determining the area served by each institu- 
tion. The information contained in this table was 
based on sample studies by the hospitals, since such 
data are not maintained as a regular hospital procedure. 


Territorial coverage 


The general hospitals of the State were plotted on 
Map 2, which shows the distribution of population 
according to the 1940 Census. An area with a radius of 
1274. miles was circumscribed around each hospital 
ocation. 


With transportation highly developed, in the absence 
of natural barriers, the services of a hospital are readily 
accessible within a radius of 1214 miles. It is not a 
hardship for a patient to travel as far as 25 miles to 
get care, if facilities are available at the end of the trip. 
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GENERAL HOSPITALS 
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18 HospITaAL SURVEY AND PLAN FOR MARYLAND—PaArT III 


TABLE M: UTILIZATION OF GENERAL HOSPITAL BEDS 


PATIENT BED NorMAL BED| BEDS PER PATIENT PER CENT Days 
NAME OF INSTITUTION ADMISSIONS Days COMPLEMENT| CAPACITY 1,000 Days BED | OccuPANCy! AVERAGE 
POPULATION!| PER YEAR! Stay 
re ee Opener ene SS | TEES? | Sana | ae | | es | A’ | Sa ee te 
Allegany County (81,302) 
Aer ATV ITORDICAL ce anion lat 4 ited maken oan eae ous Rees 3,418 28,038 124 124 226.1 61.9 8.2 
WECMON ALU ELOBD IPA cis, cst siete late Ldsoss & oes ae 6,064 60,774 218 218 278.8 76.4 10.0 
VET OPS AELOSDLLBN oii scy cea tese aicCa oa clk neon eather con) 1,162 11,042 51 51 216.5 59.3 9.5 
Reeves ‘Clinic (epecial)is,, «2/0; een ane os wi geerals 400 835 a Ws 17 49.1 13.5 pe 
SOWA US tse, purer oh Ste ack ace negehet ovis ee ere aeons 11,044 100,689 410 410 5.0 245.6 67.3 9.1 
Anne Arundel County (77,070) 
Annapolis Emergency Hospital................... 2,103 15,841 70 70 0.9 226.3 62.0 Lp 5) 
Calvert County (10,549) 
Calvert: County Hospital: s ok. ies ciscaty s niteee 2 Waste a 698 4,251 26 26 2.5 163.5 44.8 6.1 
Cecil County (32,055) 
{Open Coy = Rots) 0) 62) Ue ee see ranma OR a Hs ey ye ue eh (peewee 1,457 16,504 72 te Zee 229 .2 62.8 1128 
Charles County (19,784) 
- Physicians Memorial Hospital................... 830 4,425 31 33 : Lrg 134.1 36.7 5.3 
Dorchester County (24,264) 
Cambridge-Maryland Hospital................... 1,634 14,110 15 65 rae f rae Bipot 59.5 8.6 
Frederick County (61,774) 
Mraderick City PlOspitalies ico ah s-ea stars tuees cleaners ome 8,157 80,195 125 111 272.0 74.5 9.6 
Frederick County Emergency Hospital........... 550 13,140 53 55 238.9 65.5 23.9 
TNOWAUS 55 sale ara vaiece eevee etalg ave abare) atace eeesre rs 3,707 43,335 178 166 BY Be, 261.1 71.5 pe Berg 
Harford County (42,890) 
Bountain Green Hospital io ...s 0 sss wet esata 215 2,457 ie 17. 144.5 39.6 11.4 
Harford Memorial: Hospital... .h4n0. 0.2. sakes 2,847 20,990 72 72 291.5 79.9 7.4 
ALOT ATS cael Rte Maceteile teats ciate he ee eas 3,062 23,447 89 89 ack 263 .4 I2'.2 raf 
Kent County : (13,071) 
Kent and Queen Anne’s General Hospital......... 1,074 6,313 81 25 1.9 252.5 69 .2 5.9 
Montgomery County } (104,155) 
Montgomery County General Hospital........... 1,327 12,025 40 40 3800.6 82.4 9.1 
Suburban. Hospital ...-.3.0 iss Doma OL 2,208 19,985 102 102 195.9 58.7 9.1 
Washington Sanitarium and Hospital............. 3,511 61,931 201 188 329.4 90.3 17.6 
PURO AUS ees sg ie coon ates cea pe eas 8 a sease eater eae ee kee 7,046 93,941 343 330 3.2 284.7 78.0 13.3 
Prince George’s County : (117,625) 
Eugene Leland Memorial Hospital............... 1,730 14,042 87 87 161.4 44.2 8.1 
Prince George’s General Hospital................ 3,349 26,390 102 102 258.7 70.9 7.9 
PV ALO MEPOR PIL AN ors: coreg iods cre Avsyoe Siers eusye «ia Sutieia ayes) 479 5,856 17 17 344.5 94.4 12.2 
POT AUS soe see 2 eraa tact seine a wie ee ees 5,558 46,288 206 206 1.8 224.7 61.6 8.3 
St. Mary’s Hospital (17,877) 
Star ESCELOBPIGAN sox nas cle sole, ssctarecola ie rate anes Weal teonsanete 1,046 9,447 45 45 2.5 209.9 57.5 9.0 
Somerset County ; 3 (17,269) 
Edward W. McCready Memorial Hospital......... 769 7,914 38 38 2:2 208.3 57.1 10.3 
Talbot County (16,190) 
Easton: Memorial Hospital 0... 6. ot ee 2,940 28,692 108 87 5.4 829.8 90.4 9.8 
Washington County (69,890) 
‘Washineton County. Hospital incon fd sivewete ae bie 6,149 63,640 185 142 2.0 448.2 122.8 10.3 
Wicomico County (32,960) 
Peninsula General Hospital... .2........0.08-02 00s 5,955 47,947 LTT 177 5.4 270.9 74.2 8.1 
(1,055,006) 
GOW ty SCOURS oo i soa casscisca cere oibtarer a witha mone eielerete. caplaneee 55,072 526,784 2,084 1,981 1.9 265.9 72.9 9.6 
Baltimore City (927,941) 
Baltimore: City Hospitals .-sacis Sas ass bps Sake ane 4,828 57,242 513 513 111.6 30.62 11:9 
Bon Secours Hospltale cei. o stripe wees oauste bane, ties 4,823 39,000 142 142 274.6 75.2 8.1 
Church Home and Hospitals a2 ieee. acne 5,831 48,761 165 165 295.5 81.0 8.4 
HTAanklinsSQUATe-ELOSPItAl ? Suis ste ce Se a wero. 6 apes 4,156 36,429 202 173 210.6 57.7 8.8 
Hospital for Women of Maryland................ 3,981 37,421 124 124 301.8 82.7 9.4 
Johns Hopkins Elospital.caics a he uies se ones eke 17,850 244,303 984 873 279.8 76.7 13.7 
Maryland:General Hospital. 32.5 sii stan Siete a aac 5,213 71,173 242 235 302.9 83.0 13.7 
INVORCY: -ELOSDIGAN Sis Hig casas ale vesade asa inne) covneiie waa awl a te 7,460 87,736 287 281 312.2 85.5 11.8 
Provident: ELOSpital :siin sic isc tus syeics ae pie Ssisee sates 2,793 35,628 125 125 285.0 78.1 12.8 
SSG AON OS EV OS PT beth eset os osc seeircnctiae’ ot Se Senge esate lees 6,280 66,416 221 184 361.0 98.9 10.6 
Sta Joseph sublospitals tics ymce once cucactaens ete ar acne 7,847 74,680 250 250 298.7 81.8 9.5 
Winall PVOspealisy fect a rerenis saplenaie-c ie sesame anes wanes 6,126 83,706 300 300 279.0 76.4 13.7 
South Baltimore General Hospital................ 4,473 43,057 150 135 318.9 87.4 9.6 
SVdentamurroupreaie terse hha tue mikes Siena tee 1,219 18,180 100 100 181.8 49.8 14.9 
Union-Memorial\Hospital.. 202 oo. scenes ees 7,914 104,832 341 341 307.4 84.2 13.2 
Volunteers of America Hospital.................. 480 5,101 40 40 127.5 34.9 10.6 
West Baltimore General Hospital................ 4,271 49,042 186 186 263 .7 72.2 Bes 
lWniversity weGspitalel cits cae bee hue ee 10,179 148,588 435 435 330.0 90.4 14.1 
LLL LLL EE | | j 
PS AULITHOLe s CILY S COCR oor ie vectnerlla at seuretonns sage miata 105,724 1,246,245 4,807 4,602 5.0 270.8 74.2 11.8 ; 


(1,982,947) 
SAME LO PAES creih fe aera e sate nate iene ee site ieee 160,796 1,773,029 6,891 6,583 3.3 


1Based on normal bed capacity and 1943 estimated civilian population (given in parentheses). 
2Low occupancy rate attributable to closing of part of hospital because of shortage of personnel. 


TABLE N: GEOGRAPHIC DISTRIBUTION OF PATIENTS DISCHARGED FROM GENERAL HOSPITALS, BASED ON SAMPLE STUDIES 


—— 


! 
> 
> 2 > ra OuT oF STATE 
> 5 > Z & a 5 > > 2 _——— = |__| |__| 
x | & BP Bs pee | ck ioe eee a -ooa ee "al a “he i 2 eee es ae | 
Sy 2 |B S 4 5 Zz » g 1S) 3 g 5 Zz > g a 3 5 5 2 8 
o 8 B v 5 3 5 = 3 = o 5 8 5 3 fa & g = 8 g z 8 4 5 
NAME OF INSTITUTION 3 - 5. g 3) o) g } a . 5 os) 8 Z z 8 She D e) 2 é oe) e 9 Z : 2 | 8s 
e| ESE] ei] a] 2) a/S] a} @lal el 2] a]/ 8] seieelse| 2/8). )82) 2] 8) 2)2] 8) 2] 2182] 8]: 
4 = 5 S| a I} 3] 3) BS | 2s 3 & 5 a = a Z | c Ss 25 B 6 
2 & as| «4 iS 3 2 = z 5 Fe 4 < & 3) s & ae | & 3) Z 2 Nm gia | ged & 
a Zz 5 5 re 8 z z Zo | ZS o & ae @ g S & 4 fo | g's a 
5 2 : Z9 | & Fi Fl FI B = 8 ag & FE 5 S0 | gO 3 <) ; z Waa se Festa Sea 8 s Z & | &> HO | Bd | Be 
& a 4 Bet ef Oo Oe hace oe Be pee Ae me es Cee a. tae ie ea ie Boo Isl fe Sr cae ci Bee tae Be eigen & 
ane County Pe 
pany HOspital nei. ew ae es 3,405 2,750 51 12 11 581 
Memorial Hospital.................... 6,059 3,601 574 78| 548 1,258 & 
metnone Sloapital . 62 ooo. Soa ses ws os 1,154 1,019 135 Ei ce ee eee 
Anne Arundel County <x (Ran C| apse Tear] SRR — | | | _—\—\——_—_]}— pages 
Annapolis Emergency Hospital......... 2,118 2,087 8 9 4 24 36 
Calvert County SS ee a | | 
Calvert County Hospital............... 691 19 629 1 6 17 19 
Cecil County Tec.) sce rg See eee CRE aR an ene paracrine Reamer a creat Il ns 
NIGIELORDILAN 5 ois ois ke Sean wa Sock ws 1,449 1,376 58 i 15 
en ttoe alain tera gl | DRS esl ERLE RCE $$ $$ J |] J | J | ____ | ——__— 
Physicians Memorial Hospital... ...... 826 752 85 35 4 
Dorchester County eraser Cn «separa 2} | J — | J | | — | | 
Cambridge-Maryland Hospital.......... 1,618 1,560 58 
Frederick County g ie eeukes es ese Se RSET eS al ce OE I | SEE [ae ee ce | 
Frederick City Hospital................ 3,760 506 2,784 6 293 33 60 | 78 
Frederick County Emergency Hospital .. 550 550 
Harford County boreal | | J J — | —_—__ ___ 
Fountain Green Hospital............... 188 188 
Harford Memorial Hospital............ 2,841 439 2,290 112 ee 
Kent County Wee Piha Kee Grerases Chicinn: ee ae pi aan c) | Seaton nears Lae 9 
Kent and Queen Anne’s General Hospital 1,073 801 249 23 
Montgomery County 
Montgomery County General Hospital .. 1,304 136 1,056 Al 22 49 
Suburban “bospitalss:. cece. eck ees eis 2,151 1,676 45 44 386 
Washington Sanitarium and Hospital... . 3,507 1,753 og ie ean 1,754 
Prince George’s County 
Eugene Leland Memorial Hospital. ..... 1,748 40] 1,845 136 227 
Prince George’s General Hospital ....... 3,338 3,205 dd : | 66 
BWnTrOne Os pital dvteasc Oc wens at 2 sis ss 479 479 
St. Mary’s County 
StaMary s-Hospitakes seis tek 1,061 1,061 
Somerset County 
Edward W. McCready Memorial Hospital 762 602 120 40 
| Talbot County 
: Easton Memorial Hospital............. 3,334 709 156 24 450 1,551 444 
| Washington County 
Washington County Hospital........... 5,377 4,613 40 550 130 44 
Wicomico County | 
Peninsula County Hospital............. 5,912 512 3,270| 1,186] 135 a a | 809} 
PUT yet COM owe cea eerie ciate ciaoa whe 54,705 7,370| 2,056 637 709 506) 1,815 753) 1,716) 3,334 760| 2,478 142 825| 4,818] 5,120 699} 1,100} 1,114) 1,551! 4,658} 3,270) 1,806} 1,199) 1,098 84! 1,388 386| 3,813 
Baltimore City 
Baltimore City Hospitals.............. 5,154 4,683 24) 289 121 37 
Bon Secours Hospital.................. 4,796 4,796 
Church Home and Hospital............ 5,841 3,194 2,325 322 
Franklin Square Hospital.............. 4,163 3,667 65 297 1 68 1 Z 21 18 4 2 2 1 2 2 10 
Hospital for Women of Maryland....... 4,006 2,581 1,425 
Johns Hopkins Hospital............... 17,864 9,732 3,666 4,231| 285 
Maryland General Hospital............ 5,158 4,642 516 
Wherey WLORPIGAL.. 0c So sashes awe eae te 7,500 6,855 491 154 
Provident Hospital. .ccda wees sles 2,773 2,718 55 
St. Agnes Hospital................0.5- 6,290 | 3,537 71| 1,959 44 36 63| 419] 27 17 10 35 72 
Stedosenh’s: Hospitals: 250.'s.).. 25.25 <ae2 7,881 5,911 1,572 398 - 
Rieristl GEL OSPILAL «o's ase so chis sido ins wie lope a oele 6,114 5,811 a 303 a 
South Baltimore General Hospital....... 4,485 4,058 398 29 
Sydenham: Hospital 6.4. 7... 5 cnet 1,219 990 229 
Union Memorial Hospital.............. 7,915 5,310 2,605 
Volunteers of America Hospital ........ 479 300 119 60 
West Baltimore General Hospital....... 4,272 3,204 a a a a a 1,068 
University Hospital ................... 10,179 | 6,315 3,512 | 352 
Baltimore City Totals .............-...- 106,089 | 78,304 160] 4,117 1 112 1 38 84} 437| 31 Soe ae rs 2 2 17,266 | 5,267| 235 
Spare GOTAIS.; .a551< ote treeteis Ssieaieces .| 160,794 78,304 boty 2,216) 4,117 we 709 618} 1,816 753! 1,716) 3,372 760| 2,562 579 856] 4,820] 5,139 699! 1,111] 1,114] 1,553) 4,658] 3,272] 1,306} 18,465) 1,098 84) 1,388 386) 9,080 235 


RIE ISS St ce rn ene ne Sn ee 


- a Included in total. 
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When Map 2 was originally prepared by the Mary- 
land State Planning Commission, different size dots were 
used to indicate varying numbers of people residing in 
the areas. After the hospitals were spotted on the 
map and circles of 12!4-mile radius drawn, the dots 
outside the circles were counted. The adjoining tabula- 
tion discloses the number of persons estimated to be 
living outside the 12'%-mile radii. 


From this study, it is apparent that four counties 
have important segments of population residing more 
than 1214 miles from a general hospital: Caroline, 
Carroll, Garrett, and Worcester counties. 


When areas with a 25-mile radius were described on 
the map, which distance is not too great for patients to 
travel to suitable medical facilities, the State was prac- 
tically covered in its entirety. The only exception was 
the western half of Garrett County and a portion of 
Worcester County. 


It was therefore concluded that, with few exceptions, 
the hospitals of the State are well distributed and that 
most of the new construction shou!d be as additions 
to existing hospitals, unless hospitals are of such con- 
struction that they should be condemned. 


ape States Bureau of the Census, 16th Census of the United States, 1940. 
oe S, E . , and W indicate the direction in which the excluded population groups 
are locate 


Section 1. 


The allocation of facilities and the establishment of 
priorities in the category of general hospitals pre- 
sent some problems not common to other groups. Some 
questions which arise in planning of all categories are 
more complex in the case of general hospitals. 


The planning for tuberculosis, chronic disease, and 
mental hospitals, and public health facilities i is simpli- 
fied. With the exception of public health facilities, 
those institutions are few in number and serve large 
areas of the State. 


In the case of general hospitals, the areas are smaller 
and, in most instances, the institutions are autonomous. 


Distribution 


In Appendix B, Subpart A 53.1 of the Regulations 
gives the over-all "general directions and standards for 
the different types of areas. In areas where general 
hospital beds exist in excess of the State standard for 
that area, such excess beds are not counted against the 
State standard of 4.5 (Subpart B 53.12). 


The primary consideration for the allocation of gen- 
eral hospital beds by areas is population. Left to the 
discretion of the Committee for assignment are those 
beds in the pool created by the differentials between 
area standards and the over-all State standard of 4.5 
beds per 1,000 population (Subpart B 53.18). 


Priority of projects 

The determination of priority ratings between the 
categories and between projects within the categories is 
a more complex procedure. In the Regulations, Sub- 
part E 58.48 and 53.44, general principles for this 


HOSPITAL SURVEY AND PLAN FOR MARYLAND—PartT III 


POPULATION OUTSIDE 1214- INSIDE 12\%- 


COUNTY 19401 MILE RaApius? MILE RADIUS 
Alleeday eo 86,973 5,400 81,573 
Anne Arundel........ 68,375 200 68,175 
Baltimore: a22.... 155,825 9,200 146,625 
Calvert oe 10,484 50 9,93 
Caroline) os: 17,549 18,850 3,699 
CGRP ONS, ccs cicctis 39,054 36,454 2,600 
Open ee 26,407 1,400 25,007 
Charles.) scan 17,612 1,150 S 15,712 

750 W 

Dorchester.............. 28,006 5,550 22,456 
Fredlericls..:.0) 523... 57,312 3,800 S 50,312 

3,200 N, E 
OE ga 0) 5 eae ae aa 21,981 18,681 3,300 
Harign oe 35,060 12 "4.00 22,660 
LOW ATG Ss. egs 17,175 17,175 
1 Eo ae aD a 13,465 2,300 11,165 
Montgomery.......... 83,912 8,000 80,912 
Prince George’s...... 89,490 1,600 87,890 
Queen Anne’s ........ 14,476 8,150 6,326 
St. Mary's:...3.225:. 14,626 8,500 11,126 
Somerset. 2... sae 20,965 4,600 16,365 
TaAIDOte so. ee 18,784 a 18,784 
Washington............ 68,838 4,850 W 59,588 

4,150 S 

250 E 

Wicomico................ 34,530 1,150 E 29,480 

3,900 W 
Worcester................ 21,245 21,245 — 
County totals........ 962,144 171,280 790,864 
Baltimore City...... 859,100 = 859,100 
STATE TOTALS........ 1,821,244 171,280 1,649,964 


Allocation of Beds and Establishment of Priorities 


part of the planning are set down, but some interpreta- 
tions and detailed policies are left the State agency. 


New installations are granted first priority, except 
where replacements are of a minor character or where 
a public hazard is to be replaced. Priority of public 
health center facilities is dependent on certification by 
the State Department of Health that existing facilities 
are unsuitable for use. 


The relative priority of projects is based on urgency, 
special consideration being given to rural areas with 
relatively small financial resources. Projects intended 
to provide a balancing of facilities available for racial 
groups are considered. Priorities are discussed in de- 
tail in Part IV. 


Determining distribution of general hospital beds 


While the basic consideration in the allocation of 
general hospital beds is the ratio of existing and pro- 
posed beds to population, modifying factors are geo- 
graphic barriers and location, socio-economic factors, 
availability of professional and lay personnel, and past 
experiences of existing hospitals in the area. 


The basic intent of Public Law 725 is to provide 
financial aid toward the construction of hospital facili- 
ties at points of determined need. Studies have shown 
that hospital facilities now exist in direct ratio to per 
capita income and not according to population (Ap- 
pendix P). This program is designed to correct this 
inbalance of beds to population. The first step, there- 
fore, is the relating of population to beds. 


As previously stated, only four areas in the entire 


GENERAL HOSPITALS 


State have important segments of population living 
more than 1214 miles from a general hospital. 


The residents of Caroline County are largely depend- 
ent upon the Memorial Hospital at Easton for service. 


Carroll County residents use primarily the hospital 
facilities of Baltimore, but some use the facilities in 
Frederick City and Hanover, Pennsylvania. 


Garrett County is served by the Miners Hospital at 
Frostburg, and the Memorial Hospital and Allegany 
Hospital in Cumberland. 


Worcester County residents go to the Peninsula 
General Hospital at Salisbury. 


_A detailed study of the needs of each county and Bal- 
timore City is contained in Section 2 of this Chapter. 


Policies established as a guide 


The policies listed below were established as a guide 
in the allocation of beds. 


1. Proprietary hospitals are eliminated. 

2. Institutions having buildings which are con- 
sidered hazards are also excluded, except for 
consideration on a replacement basis. 

3. Hospitals whose ancillary departments have 
sufficient capacity to meet the needs imposed by 
additional beds are given precedence over in- 
stitutions whose departments are already taxed 
by service to the existing beds. 

4. Hospitals having more than 100 beds will have 
priority over small hospitals within the area, 
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unless the additional beds would result in a 
capacity of more than 100 beds. 


Since the training of hospital personnel is of 
such importance to the over-all program of 
medical care, special consideration will be given 
to hospitals whose training program would be im- 
proved or enlarged by the additional facilities. 
No application will be approved under this Plan 
unless the applicant includes therein the follow- 
ing statement: The applicant hereby assures the 
State agency that it will make its facilities avail- 
able to all persons residing in the area to be 
served without discrimination on account of 
race, creed, or color; provided, however, such 
statements will not be required from applicants 
in any specific area for which PHS-8 (HF) is sub- 
sequently submitted as an amendment to this 
Plan. (Note: PHS-8 (HF) provides for a 
specific statement of the number of beds assigned 
to each race.) 

Reasonable evidence should be available to show 
that the hospital is in a position financially to 
maintain and operate the facilities. 

A hospital must be in a detached building, no 
part of which is used for other than hospital pur- 
poses, in order to be considered an acceptable 
hospital. 

Institutions considered unacceptable are not to 
be identified, and where more than one such in- 
stitution exists in an area only their total bed 
capacity is to be shown. 


Section 2. Service Areas* 
ALLEGANY COUNTY 
INTERMEDIATE AREA NUMBER 1 


Population Change from previous period Change over 1920 
19438: 81,302 5,671 decrease 16.2% increase 
1940: 86,973 7,875 increase 24.3% increase 
1930: 79,098 9,160 increase 13.1% increase 
1920: 69,9388 
Nonwhite population Per cent nonwhite Per capita income 
1945: 1,220 1.5 1945: $1,280.74 
1940: 1,822 1940: $ 600.16 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
58.3% 1A% 


Land area: 426 square miles 
Population per square mile, 1943: 
County seat: Cumberland 


Population 1940: 39,483 


1930: 387,747 
Births in hospitals as per cent of total births, 1945 
Total Whit Nonwhite 
82.4 W227 
General hospital facilities 
Institution Location Beds 
Allegany Hospital Cumberland 124 
Memorial Hospital Cumberland 218 
Miners Hospital — Frostburg 51 
Reeves Clinic (special) Westernport 17 


1Sources of statistical data used herein are given in Appendices I through O. 
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Geographic considerations 


Allegany County lies in the mountainous part of 
Western Maryland, west of Washington County and 
east of Garrett County. It is bounded by Pennsylvania 
on the north and is separated from West Virginia on the 
south by the Potomac River. 


The County has 426 square miles of area, being the 
twelfth county in the State in size. Most of the surface 
is mountainous. The mountain ridges run generally 
north and south. Therefore, the western section is 
somewhat isolated from the eastern portion of the 
County. 


Population 


The population of Allegany County was 81,302 in 
1943. A steady increase in population was experienced 
from 1920 to 1940, but a decrease took place between 
1940 and 1948. 


This reversal of trend was construed as being due 
largely to the war and not to a change of industrial 
character. The area already had made important 
strides toward converting from coal mining to manu- 
facturing before the war period. It can be assumed that 
with the end of the war, the normal trend will be re- 
established, but at a less rapid rate of increase than was 
experienced in previous decades. The over-all net in- 
crease in population between 1920 and 1948 was 11,364, 
or 16.2%. 


The density of population in 1943 was 190.8 persons 
per square mile, which places Allegany County as the 
fourth county in the State in this respect. 


The population is concentrated in and around Cum- 
berland which had 45.4% of the total population of the 
County in 1940. Cumberland, with a population of 
39,483 in 1940, is located near the center of the County. 
The eastern half of the County is thinly populated along 
Route 40, leading to Hancock and Hagerstown, and 
along Route 51, which skirts the southern boundary to 
the southeast. The western half of the County is 
more densely populated, having approximately 94% of 
the population when Cumberland is included. 


Other smaller communities are located along Route 36, 
which parallels and runs close to the western boundary. 


The population by election districts in 1940 was as 
follows: 


BSiaG Oo OTIC? © Sorc inthe ee i et ce 804 
URLISey gi creme: AB 1 (6 0) 7 RRM eae ar Ie ae SAO WER Iv Sa se Oe a 987 
NESTING Gao na BAR INES LONG te cen occ ay hu pata tg ean ala 1,284 
Distuct,.4;-Oumberland Canale cov is santa eee eet 14,840 
PUREE y oy WV tele OPE era ancien: en ae ee hgetd ; 

Districhs-os. Cumberland Rivers... sieee ee a oe eee 8,351 
BTV) oe SUR OG LY: Dei re Ce SEN ee te a 2,820 
DISEHICi nO, s WW CSHCLMDOLUset oa ods ee re ee eee 5,658 
DISTHCt 9s Sis arbOMe teeny Sree et eee ren tS ices 1,678 
Soiet rice Oy Main aCOminGsfs ike in oe ee Be cs 1,846 
SOIR Giuet febe SPT Oc ITE 8 8 Ol aig hoe a a arn oe eee 1,148 
| Sy hg Bd ELI Gs SS! 1 a cn | sR LC 1,456 
Piet dss AVROUMIG DAVAO <8. o.0.0. ooccicn eke eos Ae 3,245 
BCR nate aes ea ee nite re, Rey Bien ee 1,944 
EE gl Eg 80 01 0 aaa ae COREE ay ae 2,450 
Piswiee £6; arta branes ssi. Pe 2c Secs asic tad 1,670 
Bsr G ah Gs Ve UII G eke oneal as sdk sh ah el sees 390 
CEng SLANT ECL" 6 ISA a ES a Cay RIM once 1,954 


BPRS UENCE Ly penta bine Serer A te Gres eta Be Sigs ae 
UPISEICG Uy OEM putes, hilar ae ee 1,569 
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District:21; -Gross eee 969 
District: 22; Union Streets 30.8. 2tsst a eee 4,875 
District: 23;: Dacatur Street. a eee 4,755 
Distriet 24, Mekhart.c-350:2:.02. nce eee eee 1,955 
District 25, Pekan. 535 ee See ae ae 1 
District 26, Prosthure sy se ee 2,061 
Distriet 27; ;Gilmores: 660 ae eee ee 662 
District:28,..0 rosthune.6. Shae ah ee ee ee 1,872 
District: 29; dua. Vale:. ooo a a eee 3,088 
District $0; -ZoamMan.: 538k ee ene eee 589 
District 31; “MeCool:ss eke Se ee oe ee 905 
District 32,: Mrostbureic4 uss ace ee eee 1,215 
District:op,. Wiles). Sic ee ee ee 353 


The nonwhite population, numbering 1,220, made 
up 1.5% of the population of the County in 1945. 


As of 1940, the residents were 58.3% urban, 34.6% 
rural nonfarm, and 7.1% rural farm. 


Transportation 


Allegany County is adequately served by highways 
running to all parts of the County from Cumberland 
and extending into Pennsylvania and West Virginia. 
The Western Maryland and Baltimore and Ohio rail- 
roads cross the County from east to west, passing 
through Cumberland. Routes 40 and 51 cross the 
County east and west. Two other highways, Routes 
220 and 36, run north and south through the western 
half of the County. Local and long-distance bus lines 
supplement the railroad service. 


Cumberland, the industrial, commercial, and medical 
center of the County, therefore, is accessible to all resi- 
dents of the County by means of public and private 
transportation. 


Industry and commerce 


The eastern half of Allegany County between Cum- 
berland and the Washington County line is devoted 
largely to horticulture. The economy of the western 
half, including Cumberland and extending to the western 
and southern extremities, is based on coal mining, 
manufacturing, and transportation. Large employers 
are the Baltimore and Ohio Railroad, Western Mary- 
land Railroad, Celanese Corporation, West Virginia 
Pulp and Paper Company, and Kelly Springfield Tire 
Company. There are also many small manufacturing 
plants in the area. 


The decline in the production and employment at 
the coal mines, due to the depletion of the coal supply, 
has been offset to some degree by the establishment of 
manufacturing industries, such as the Celanese Corpora- 
tion just west of Cumberland. This area has been suc- 
cessfully undergoing a transition in its economic 
structure for a period of twenty years. 


The income per capita for Allegany County was 
$600.16 in 1940, and rose to $1,280.74 in 1945. The 
per capita income for the State of Maryland for 1945 
was $1,291.61. 


Physicians 

Seventy physicians practice in Allegany County, 
making a ratio of one physician to each 1,161 persons. 
They are distributed as follows: 


Cumberland ...o35 3.58 57 LOnaconing 5)... ::.icascsiene 2 
DPGSUUEE a 4 Mount Savage...................... 1 
Piney UTove. isc 1 Westernport.....:...2.)..ccseseed 3 
BATION hc ea ee 1 RG de deta uf 


ae a ee ey ee Te 
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Sixty of the 70 physicians have hospital affiliations. 
Their fields of practice are: 


OT SBP Se Sele, Sle eee 38 Lia a gL a a a 2 
NN eS ied dacdavcss 2 UD iy 2) ie lle OSEAN CL OEE 9 
Genito-urinary.................. 1 Publie: health <2. 525: oss, 2 2 
Eye, ear, nose, and throat..8 Obstetricagr soe ese er ee 2 
KEVNECOIORY..... =... ccc. gesccccue 1 


GENERAL HOSPITAL FACILITIES 
ALLEGANY HOSPITAL 


The Allegany Hospital, located in Cumberland, is 
owned and operated by the Daughters of Charity of 
St. Vincent de Paul. It was established by a board of 
lense in 1906 and taken over by the Catholic Order 
in 1911. 


It is a general hospital and has special departments 
for obstetrics and pediatrics. It holds full approval 
by the American College of Surgeons. The school of 
nursing has State-approval. 


The directing board is made up of four Sisters who 
serve for a period of one year. The administrator is 
appointed by the Board on recommendation of the 
Superior. 


A group known as the Ladies’ Aid devotes its efforts 
to sewing and raising funds for the hospital. 


Area served: During 1946, 3,405 patients were dis- 
charged, accounting for 33,960 days of service. The 
patients were largely from the local area, 50% being 
from Cumberland, and 31% from Allegany County 
outside of Cumberland. 


Buildings: The original buildings and several added 
wings which are of brick construction are classed as 
fire-resistant. 


Bed capacity: The present capacity is 124 beds. No 
beds are set aside for nonwhite patients because the 
demand for service by this group is not great enough to 
warrant such an arrangement. 


Utilization: The rate of occupancy of its beds was 
61.9%. The average length of stay per patient was 
8.2 days. 


Patients discharged were in the following classifica- 


tions: 
Number of Per cent 


patients 
NVRCONC Hs a a ae T25 Zio 
Poy Sos baa reste cuctaeecseticw 1,723 50.6 
(OSCE i (Veneers ae oe re 249 fags! 
LEER ES 6 (eel gaa 616 18.1 
Chichen 92 227 
TROUAESS kc. iso pes 8,405 100.0 


Medical staff: The Medical Staff is organized. Its 
officers and committees assist with the establishment of 
medical standards and analyses of quality of service. 


Specialized divisions are set up in medicine, 
surgery, obstetrics, urology, eye, ear, nose, and throat, 
anesthesia, pathology, and dentistry. Chiefs are ap- 
pointed for each type of service. Two dentists are on 
call. The privilege to work in surgery and the specialties 
is granted on recommendation of the Credentials Com- 
mittee. 
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Personnel: The personnel consists of 200.5 full-time 
and 19.5 part-time employees, making a ratio of 1.7 
employees per bed. Part-time employees were calcu- 
lated on the basis of 50% employment. 


Educational activities: The educational program in- 
cludes a State-approved school of nursing. There were 
100 students in training as of the date of the survey. 


Building plans: At the present time, there are no 
plans for the expansion of this hospital. 


MEMORIAL HOSPITAL 


The Memorial Hospital, located in Cumberland, is 
the largest general hospital in the State outside of the 
City of Baltimore. It is owned jointly by the City of 
Cumberland and Allegany County. The original man- 
aging board of seven members was appointed by the 
Governor of the State, but from that point forward it 
has been self-perpetuating. 


This hospital is the successor to the Western Mary- 
land Hospital of Cumberland, which it absorbed in 1929. 


It has special departments set up in the fields of ob- 
stetrics, pediatrics, and eye, ear, nose, and throat. 
The American College of Surgeons has given its full 
approval. The nursing school has State-approval. 


The Women’s Auxiliary supports the cancer clinic 
and nursing school. This group has a membership of 
500. 


Area served: Approximately 38% of the patients 
served in 1945 were from Cumberland and 21% from 
the rest of Allegany County. Garrett County residents 
accounted for 9% of the total number of patients 
treated; West Virginia, 21%; and Pennsylvania, 9%. 


Buildings: The buildings are fire-resistant. They 
were constructed in 1929. 
Bed capacity: The capacity is 218 beds. 


Utilization: The rate of occupancy for 1945 was 
76.4% and the average stay per patient, 10 days. The 
patients discharged were classified as follows: 


Number of Per cent 


patients 
NICOICA oatied atures ures eaes 1,168 19.2 
Pa Cor. | Ree eR ne ee ve 2,351 38.8 
fhe Ue | eee ae ae oie poateet se: 2 842 13.9 
REGiAtG ia ier ee 1,479 24.4 
Ee en Dea ne ae oes 224 Seat 
POPALA..., 210%. 6,059 100.0 


Medical staff: The Medical Staff is organized, hav- 
ing elected officers and standing committees which 
assist with medical problems and standards. The 
privilege of doing surgery is granted after four years of 
residency. Privileges are granted in the various special- 
ties on the basis of demonstrated ability in the field. 
There are 26 physicians on the Active Staff, 26 on the 
Courtesy Staff, and four on the Consulting Staff. Four 
dentists are on call. 


Personnel: The personnel is made up of 268 full-time 
iors etd This establishes a ratio of 1.2 employees 
per bed. 


Educational activities: A State-approved school of 
nursing is maintained. As of the date of the survey, 
119 students were in training. 
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Building plans: At present there are no projected 
construction plans. 


MINERS HOSPITAL 


The Miners Hospital at Frostburg, 11 miles west of 
Cumberland, is owned and operated by the State of 
Maryland. It was built by the State in 19138. 


It is a general hospital and has set up a separate ob- 
stetric department. It holds provisional approval by 
the American College of Surgeons. 


It is managed by a board of seven members, four of 
whom are appointed by the Governor and three elected 
by the Board. 


Area served: Eighty-eight per cent of the patients ad- 
mitted to this hospital were residents of Allegany 
County. Twelve per cent were residents of Garrett 
County. 


Buildings: The building is of brick construction, 
but the floors are wood and inflammable. 


Bed capacity: The capacity is 51 beds, two of which 
are reserved for nonwhite patients. 


Utilization: The occupancy rate is 59.38%, and the 
average length of stay is 9.5 days. A classification 
of discharged patients according to diagnosis resulted 
in the following groups: 

Number of Per cent 


patients 
WWECUECA ARE caries een ea 122 10.6 
BROOD 6 3 a sustasus ss 754 65.3 
ODStCtric: ae iwicn ane 278 asa 
PLO TATS ey vate oes 1,154 100.0 


Medical staff: The Medical Staff is not organized. 
Any physician holding a Maryland State license to 
practice is permitted to attend patients. Four local 
physicians make up the Staff. 


Personnel: The personnel includes 24 full-time and 
three part-time employees, making a ratio of 0.5 em- 
ployee per bed. Part-time employees were calculated 
on the basis of 50% employment. 


Educational activities: There is no educational pro- 
gram. 


Bualding plans: The State has set up a fund of $80,000 
for the addition of 20 beds and general renovation of 
the hospital. 


REEVES CLINIC 


The Reeves Clinic, located at Westernport in the 
southwestern corner of Allegany County, was estab- 
lished in 1988 by Doctors R. W. and J. N. Reeves. 
They operate it as a partnership. 


Area served: Patients are admitted from all parts of 
western Maryland and northern West Virginia. 


Building: The building is of modern construction 
and includes the owners’ offices. 


Bed capacity: The capacity is 17 beds. 


Utilization: Work is limited largely to the field of 
eye, ear, nose, and throat. Emergencies are taken care 
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of from time to time. The rate of occupancy was 
13.5% and the length of stay per patient was 2.1 days. 


Personnel: The personnel consists of 10 employees, 
making a ratio of 0.6 employee per bed. 


Building plans: No projected building program was 
reported. 


Conclusions 


Allegany County, containing Cumberland, which is 
the second largest city in the State, has had developed 
within its bounds the four hospitals described. None is 
located in the eastern half of the County. Only 5,400 of 
its residents live more than 121% miles from the Cum- 
berland and Frostburg hospitals. This figure is reduced 
further when taking into consideration the proprietary 
hospital at Westernport. 


On the basis of the 393 beds in the three nonprofit 
general hospitals there are 4.83 beds per 1,000 popula- 
tion. Taking into consideration the additional 17 beds 
in the hospital at Westernport, the ratio is 5.0 beds per 
1,000 population. This is above the standard of 4.0 
beds per 1,000 population for an intermediate area 
and also above the standard for the State of 4.5 beds 
per 1,000 population. In spite of this apparent excess 
of beds, the hospitals in Allegany County operate at 
an average occupancy rate of 67.3% with an average 
length of stay per patient of 9.1 days. These hospitals 
reported a total of 11,044 admissions for the year, 
accounting for 100,689 patient days of service. All of 
these factors indicate a high utilization of the facilities. 


The utilization of the apparent excess number of beds 
is attributed to the fact that the residents of large areas 
of southern Pennsylvania and northern West Virginia 
depend on these hospitals for service. Other factors are 
the education of the public to the use of the hospitals, 
the preference of the physicians to do their work in the 
hospitals, and the distance to other hospitals with 
comparable facilities. An indication of the acceptance 
of the hospitals by the public is the fact that 82.4% 
of all births in the County occurred: in hospitals. 
Of the total number of births recorded per race, 82.6% 
to white parents and 72.7% to nonwhite parents oc- 
curred in hospitals. 


The County is reasonably stable economically, be- 
ing a trading and railroad center and having a diversity 
of industries and is, therefore, able to support its 
hospitals. 


In view of these considerations, it was concluded 
that the utilization of the hospital facilities will con- 
tinue at a high rate and probably increase. The 
existing hospitals are operating close to the highest 
point of occupancy at which satisfactory service can 
be maintained. There are a sufficient number of 
physicians practicing in the area to assure adequate 
medical service. With two schools training nurses, 
personnel of this type is reasonably available. 


Allegany County qualifies as an intermediate area. 


Recommendations 


It is recommended that Allegany County be classi- 
fied as an intermediate area. 


| 
; 
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In spite of the fact that the existing beds in this 
County are already in excess of the United States 
Public Health Service standards for the State, it is 
recommended that 75 beds be allocated to this area out 
of the pool, to be established as additions to either the 
Allegany Hospital or the Memorial Hospital, or di- 
vided between these hospitals. 


The State has already set up funds for the addition of 
20 beds at the Miners Hospital. When these beds are 
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constructed, they will be supplemental to the 75 rec- 
ommended. 


The Miners Hospital at Frostburg is the only State- 
owned general hospital in the State. It is recommended 
that after the building and renovation program is 
completed, a local nonprofit association be organized 
and that the title and responsibility for the operation 
of the hospital be transferred to it. 


BALTIMORE BASE AREA 


Baltimore City has for many years enjoyed the 
status of being the medical center for the State 
of Maryland and a large portion of the eastern United 
States. Due to the fact that medical facilities and 
personnel of preeminent caliber are available within 
Baltimore City, few hospitals have been established in 
the five counties near the City. These counties, Anne 
Arundel, Baltimore, Carroll, Howard, and Harford, 
are practically dependent on Baltimore City for hospital 
facilities with the exception of the Annapolis Emer- 
gency Hospital at Annapolis and the Harford Memorial 
Hospital at Havre de Grace; and since it fulfills the 
requirements for a base area as defined by the United 
States Public Health Service, the area consisting of 
Baltimore and the five counties has been classified as a 
base area. 


Geographic considerations 


The entire area comprises a logical single unit. It 
is free of travel barriers, such as mountains and rivers, 
which might obstruct a ‘free flow of traffic to and from 
the City. The bodies of water which are located in 
the area have been spanned at convenient points by 
highway and railroad bridges. 


All parts of the area are within a 25-mile radius of 
Baltimore City, with the exception of distant sections 
of the counties. 


Population 


The population of this area increased from 931,413 
in 1920 to 1,310,265 in 1945, or 40.7%. Table O shows 
the population at five dates for which data are available. 


Population fgures supplied by the Bureau of Vital 
Statistics of the Maryland State Department of Health, 
for November 1, 1945, are identical with the estimates 
made by the United States Bureau of the Census on 
November 1, 1948, the only differential being in Bal- 
timore City and St. Mary’s County. For Baltimore, 
the population as of November 1, 1943 was reported as 
927,941, and as of November 1, 1945 as 930,000. 


All subdivisions included in the Baltimore Base Area 
experienced steady increases in population, betwen 
1920 and 1945, Baltimore County leading with a 
170.6% inercase. 


The most recent population statistics available on the 
distribution of the population within the subdivisions 
is contained in the 1940 U.S. Census. In an area where 
the population is static, these figures might be ac- 


cepted; but with an 11.6% increase in population from 
1940 to 1945 for the Area as a whole, some further 
study is necessary. 


The greatest concentration of population outside 
Baltimore City is in those election districts contiguous 
to the City. No statistical records since 1940 are 
available to indicate where the population increases 
have occurred. It was assumed that most of the new 
residents settled in the industrial areas. There is a 
great concentration of people in the Sparrows Point- 
Essex-Middle River area. The next largest center is 
in the Catonsville area. Other concentrations exist 
in the neighborhoods of Towson, Havre de Grace, Bel 
Air, and Annapolis. On the basis of the 1943 estimate, 
the population per square mile was calculated as follows: 


Land Area in Population per 


Square Miles Square Mile 1943 
Baltimore: City. ..oo.2.s..00c0000: 79 11,746.1 
Anne Arundel County............ 417 184.8 
‘Balthvore: County ii ea. e5 610 331.8 
Carroll Countess 456 86.4 
Srariore Cagney 6 448 95.7 
Howard: Countys: 73h et 251 73.6 
Baltimore Base Area.............. 2,261 578.6 


The distribution of population by race in 1940 and 
1945 was noted as follows: 


1940 

Total White Nonwhite 
Baltimore City................ 859,100 692,705 166,395 
Anne Arundel County .... 68,375 50,524 17,851 
Baltimore County............ 155,825 145,295 10,530 
Carroll County... 39,054 36,973 2,081 
Hattord County... ne: 35,060 31,076 8,984 
Howard County.............. 17, 175 15,3869 ab ee 
Baltimore Base Area ...... 1,174,589 ~ 970,942 ~ 208, 647 

1945 

Total White Nonwhite 
Baltimore City..:............. 930,000 751,000 179,000 
Anne Arundel County .... 77,070 56,955 20,115 
Baltimore County .......... 202,425 188,660 13,765 
CarrolleCaunty.. uke 393399 37,311 2,088 
Harford County.............. 42,890 38,001 4,889 
Howard County.............. 18,481 15% 469 3,012 
Baltimore Base Area ...... 1,810,365 1,087,396 222,869 


According to these data 17.0% of the population of 
the Baltimore Base Area was nonwhite, as of 1945. 


Transportation, commerce, and industry 

Baltimore is the most important city in the State and 
is, therefore, the commercial and industrial center of 
the Baltimore Base Area. 
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TABLE O: BALTIMORE BASE AREA, POPULATION TRENDS, 1920-1945 


"Gaancs | Cuancs | Caancz | Cxanes | CHANGE, 

COUNTY 19451 19432 19408 19308 19208 1943-1945 | 1940-1943 | 1930-1940 | 1920-1930 | 1920-1945 
MalGMONe Mt yas ese oe fishes ae etn 930,000 927,941 859,100 804,874 733,826 0.2 8.0 6.7 O7. 26.7 
ADAG ADINGELS 5 eticca sis wiles ately oe 77,070 77,070 68,375 55,167 43,408 — 02.7 23.9 27.1 17.5 
Baltimoarestiastkcae canstineesa aeeslaueas ae 202,425 202,425 155,825 124,565 74,817 sae 29.9 25.1 66.5 170.6 
LOFT (0) | lama rie eae p ee Peat ay Seer 39,399 89,399 39,054 35,978 34,245 ars 0.9 8.5 5.1 15.1 
PV ATION eo eos pase miary ole e hote se eae ne 42,890 42,890 35,060 31,603 29,291 — 22.3 10.9 7.9 46.4 
ROW ANCL care oa a usibirisieinns coamuecet esbinas caseniae 18,481 18,481 17,175 16,169 15,826 _— 7.6 6.2 2.2 16.8 
INBEAS DOTALS . Aor gies tip atvgetisciourecs 1,310,265 1,308,206 1,174,589 1,068,356 931,413 0.2 a Ee a 9.9 14.7 40.7 


1Maryland State Department of Health, Bureau of Vital Statistics. 
Baltimore City. 

2United States Bureau of the Census, Estimated Civilian Population, 1948. 

3United States Bureau of the Census, 16th Census of the United States, 1940. 


Most of the industries of the area are located in 
Greater Baltimore, which includes portions of the ad- 
joining counties. The majority of people are employed 
in manufacturing, commerce, transportation, and ship- 
ping occupations. While large numbers of residents of 
the area commute between their homes and their place 
of employment, many of those in the outlying districts 
engage in farming. 


Baltimore serves as an important marketing and 
export and import center for a large portion of the 
eastern United States. 


With the industrial and commercial importance of the 
City, there has been developed a network of highways 
and railroads which converge in Baltimore. 


The diversity of the types of employment available 
differentiates this area from one where the economic 
welfare of the community is dependent on one industry, 
with the prosperity of the community rising and 
falling with the rate of operation of that industry. 


GENERAL HOSPITAL FACILITIES 


The general hospitals of the State are listed in Table 
G. Those located in the Baltimore Base Area are as 


follows: 
NorRMAL BED CAPACITY 
White Nonwhite Total 
Anne Arundel County 


These population estimates are the same as the 1943 Bureau of the Census estimates except for 


Table M shows that the per cent occupancy for the 
hospitals in Baltimore City is 74.2%. The occupancy 
rate is high in all except the Baltimore City Hospitals, 
Franklin Square Hospital, Sydenham Hospital, and 
the Volunteers of America Hospital. At the time of the 
survey, Baltimore City Hospitals and Franklin Square 
Hospital had some departments closed due to short- 
ages of personnel. 


Flow of patients to hospitals in Baltimore City 


Table N, showing the distribution of patients by 
place of residence, is a tabulation of data supplied by 
the hospitals. Unfortunately, few hospitals keep a 
routine record of these data. Some ran test studies or 
estimated the distribution, while others supplied no 
information on the question. 


The distribution in Table N, therefore, cannot be 
considered complete. It did supply a sufficient amount 
of information to indicate the trends or direction of 
travel of people seeking hospital care. 


This compilation is given weight because of its con- 
sistency with the data compiled during the survey 
of medical care in the counties.1 The information, 
with relation to travel of people to Baltimore City 
for hospital care, gathered during the previous survey 
was illustrated on a map which is reproduced herein 
(Map 8). 


Annapolis Emergency Hospital ........ 58 12 70 
Beers Conte tals 0 0 0 It is quite apparent from Table N and Map 3 
Garcoit County oS ue that patients travel from all parts of the State to 
No general hospitals.........0.0.0...0000.. 0 0 0 Baltimore City for hospital care and that the people 
pert iain Soe i. ; ie of Anne Arundel, Baltimore, Carroll, Harford, and 
ountain Green Ospltal, be U8 aes 1 Me 4 : 
ietord ‘Mexaotiel Hospital Howard counties are especially dependent in this way. 
FAVS Ge TAGE. (oe ee 61 il 12 
Howard County 
No general hospitals. o.02 finda... 0 0 0 
Baltimore City 
PSMASHUUTONS aie os ee 4,104 498 4,602 
Biaritse nicer 4,240 521 4,761 April 1944. Care in the Counties of Maryland, Maryland State Planning Commission, 


a 


27 


GENERAL HOSPITALS 


———s 


2v6l 


NOISSINWOD ONINNV Id JL1VLS ONVIAYVW 


¢ L3Su3WOS 

. ene ar. 
Y3LSZONOM \ 

: i ae 

aA. 4 


y 
i 
OdINDDIM & 


=~ 


\ 


y31s3H9YOd \\\ SX 
\ 


i 


\\ 


i|nuaarw9 . 


| 4 BS 


S31YVHO 


> 
a 
c 
2 
io] 
m 
r 


BZYOWILIVS 


auosyvH - y 110uNVo 


| 


NOILVINdOd OOOO! H3d SLN3ZILVd O6S = HON! I *3NI7 3O HLIGIM HOS 31V9S 


S3HONI 
z ' 


QN3941 


Ov6| 
ALIO AYOWILIVE NI SIVLIdSOH 
OL 
QSLLINGV SLNAGISSY ALNNOO 


¢ dVW 


LL3uNV9 


/ 


28 


HOSPITAL SURVEY AND PLAN FOR MARYLAND—PART III 


ANNE ARUNDEL COUNTY 
BALTIMORE BASE AREA 


Population Change from previous period Change over 1920 

19438: 77,070 8,695 increase 77.5% increase 

1940: 68,375 13,208 increase 57.5% increase 

19380: 655,167 11,759 increase 27.1% increase 

1920: 43,408 

Nonwhite population Per cent nonwhite Per capita income 

1945: 20,115 26.1 1945: $852.67 

1940: 17,851 26.1 1940: $472.06 

Classification of residents, 1940 

Urban Rural nonfarm Rural farm 

19.1% oO 17.8% 

Land area: 417 square miles 

Population per square mile, 1948: 184.8 

County seat: Annapolis Population 1940: 138,069 
1930: 12,531 


Births in hospitals as per cent of total births, 1945 


Total White Nonwhite 

66.7 78 .6 2i9 
General hospital facilities 

Institution Location Beds 

Annapolis Emergency Hospital Annapolis 70 


Geographic considerations 


Anne Arundel County lies south of Baltimore City. 
It is bounded on the north by Baltimore City and Balti- 
more County, on the west by Howard and Prince 
George’s counties, on the south by Calvert County, 
and on the east by the Chesapeake Bay. 


It has 417 square miles of land area, making it the 
thirteenth county in the State in size. The land is gen- 
erally flat with some rolling hills. There are numerous 
rivers and bays opening into the Chesapeake Bay, 
which are the base of the resort and fishing industries. 


Population 


Its population in 1948 was 77,070. On this basis, 
the density of the population was 184.8 persons per 
square mile, placing it fifth among the counties of the 
State in this respect. The County experienced a 
population increase of 77.5% between 1920 and 1948. 


In 1945 there were 20,115 nonwhite residents of the 
County, representing 26.1% of the County’s popula- 
tion. 


The election districts, as of 1940, had the following 
populations: 
RE rg re Recent es mE coe 4,304 


IDISEICH 2s See 13,168 
IDISEHICHAO Ses 10,988 
IDISHICt A see os 10,932 
IDISERICES DAs. 11,785 
IDISEICE Oe atic 13,069 
WISTHICH ee 1,895 
ISISURIO Baa. ara 2,304 


Districts 2, 3, 4, 5, and 6, located in the area between 
Baltimore and Annapolis, account for approximately 
88% of the County’s population. 


As of 1940, the County’s population was 19.1% 
urban, 63.5% rural nonfarm, and 17.3% rural farm. 


Transportation 


Highways traverse the County in all directions. The 
Governor Ritchie Highway, a modern dual highway 
between Annapolis and Baltimore City, places the 
two cities within easy traveling distance of each other. 


The ferry to the Eastern Shore has its western 
terminus at Sandy Point, near Annapolis. This ferry 
is one of the main links between the Eastern and 
Western Shores. 


Railroad service is available to practically all parts 
of the County. 


Industry and commerce 


The State Capital and the United States Naval 
Academy are located at Annapolis, both of which con- 
tribute to its commercial importance. 


The County is largely dependent on farming, fishing, 
and summer resort trade. Some residents are engaged 
in shipbuilding, while others are employed at a fertilizer 
plant and a lumber company. 


_ The per capita income in 1940 was $472.06, making 
it the fifteenth county in the State in this respect. 
In 1945 the per capita income was $852.67, again mak- 
ing it fifteenth in the State. 


Physicians 


There are 42 physicians practicing in Anne Arundel 
County. This establishes a ratio of one physician to 
every 1,835 people. 


GENERAL HOSPITALS 


They are distributed as follows: 


1 3 | el a i ec 18 Crownsville .............. 1 
Glen Burnie... k........:... 6 ehi as en, 
Pe EB oso cissascacssneee a Campers: cos sa 
Linthicum Heights.......... 2 West iVer 2.3 S255. 00: 1 
PemmeR eR. co... nieces: 3 Millersville................ 1 
VENT (Ss ee ea ee 1 Odenton e565: eeees 1 
Lo 1 Ls ee ene Be 4 


They are engaged in the following types of practice: 


OREO AE oss Scots ha 37 Eye, ear, nose, and 
SRUODI eee etna, 1 TBIGAG: 605 sete 2 
100 ag ee 1 PSV GNIS Y 3.25.55 .ceccse 1 


GENERAL HOSPITAL FACILITIES 
ANNAPOLIS EMERGENCY HOSPITAL 


The Annapolis Emergency Hospital, located in 
Annapolis, is operated by a nonprofit association. The 
Board of Trustees is made up of local citizens who are 
elected to membership for terms of three years. 


The hospital has full approval of the American 
College of Surgeons. 


Area served: Forty-six per cent of the patients 
treated are from Annapolis and 50% are from the rest 
of Anne Arundel County. 


Buildings: The buildings are of fire-resistant con- 
struction. The original buildings were constructed in 
1902. The newest addition was constructed in 1929. 


Bed capacity: This hospital has a normal capacity 
of 70 beds, 12 of which are reserved for nonwhite 
patients. 


Utilization: Its beds are used at 62.0% of capacity, 
furnishing 226.3 days of service per bed per year. The 
average length of stay per patient is 7.5 days. 


An analysis of service rendered shows the following: 


Number of 
patients Per cent 

RROD 35 255 ek 459 1 
hs | a 878 41.5 
RRteGRie 6.55.652..E: 471 bg BY 
15 y er 184 8.7 
2S ar eae ae 126 5.9 

PROPALS: -iacesecsce3 2,118 100.0 


These proportions show a satisfactory balance be- 
tween services; however, the number of medical and 
obstetric patients might be expected to increase if 
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more beds were made available and nonwhite patients 
admitted for obstetric care. 


_ Educational activities: There is no organized educa- 
tional program in any of the branches of training. 


UNITED STATES NAVAL HOSPITAL 


The United States Naval Hospital, located on the 
grounds of the United States Naval Academy, renders 
service to Naval personnel and their families in the 
vicinity. Although it is not generally available to the 
population, it reduces the patient load at the Annapolis 
Emergency Hospital. 


Conclusions 

If Annapolis were located in an isolated area, it would 
be in urgent need of more beds; but with its proximity 
to Baltimore City, its need, while existent, is not 
acute. Because of its relative position to Baltimore 
City and Washington, Anne Arundel County hospital 
needs were determined to be comparable to those of a 
rural area. On this basis, 2.5 beds per 1,000 popula- 
tion, asof 1943, would require an allocation of 193 beds 
to Anne Arundel County. 


The Annapolis Emergency Hospital has not reported 
any planned expansion. However, in light of the popula- 
tion served, more beds are needed. The need calculated 
above would furnish more beds than are necessary. 
An addition of approximately 40 beds, bringing the 
total to 110, would meet the needs as now projected. 


The Annapolis Emergency Hospital does not admit 
nonwhite obstetric patients. The only facilities for 
such care are those maintained by Dr. Johnson in a 
three-bed private hospital in Annapolis. 


Birth records show that 66.7% of all births in this 
County occur in hospitals: 78.6% of all white births 
take place in hospitals; whereas, only 27.9% of all 
nonwhite births are in hospitals. 


Recommendations 

Because of its geographic relationship to Baltimore 
City and the dependence of its residents on the City’s 
hospital facilities, it is reeommended that Anne Arundel 
County be included in the Baltimore Base Area. 


It is recommended that, when beds are allocated to 
specific institutions within the Baltimore Base Area, a 
construction program for the addition of 40 beds to the 
Annapolis Emergency Hospital be given favorable con- 
sideration. 
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BALTIMORE CITY 
BALTIMORE BASE AREA 


Population 

1945: 930,000 

1943: 927,941 

1940: 859,100 

1930: 804,874 

1920: 733,826 

Nonwhite population 

1945: 179,000 

1940: 166,395 

Land area: 79 square miles 


Population per square mile, 1948: 


Change from previous period 
2,059 increase 
68,841 increase 
54,226 increase 
71,048 increase 


Per cent nonwhite 


Change over 1920 


26.7% increase 
26.5% increase 
17.1% increase 

9.7% increase 


Per capita income for Baltimore 
City and Baltimore County 


Births in hospitals as per cent of total births, 1945 


Total 
81.9 


: 1945: $1,548.12 
19.4 1940: $ 725.02 
11,746.1 
White Nonwhite 

88.2 63.5 


General hospital facilities: 23 institutions (See Table P) 


en 


Geographic considerations 


Baltimore City is bounded by Baltimore County on 
three sides. A small portion of its southern boundary 
is common with Anne Arundel County. It fronts on the 
Patapsco River, which opens into the Chesapeake Bay. 


Its land area is 79 square miles. Almost the entire 
area is improved, being occupied by residences, com- 
mercial institutions, and industries. 


The state is generally divided into three large sec- 
tions: the Eastern Shore; the Western Shore, which 
includes Southern Maryland and the Baltimore Metro- 
politan Area; and Western Maryland. Baltimore City 
is located at the focus of these areas. 


Washington lies forty miles to the southwest and 
Philadelphia ninety miles to the northeast. 


Population 

Between 1920 and 1945 the population of Baltimore 
City increased by 196,174, or 26.7%. Consideration 
must be given the increase in population in the counties 
surrounding the City in order to make a determination 
of the increase in demand on the facilities within the 
City. It is for this reason that the five surrounding 
counties have been included with Baltimore City in 
the Baltimore Base Area. 


The nonwhite population of Baltimore City, num- 
bering 179,000, was 19.2% of the total in 1945. In 
1940 it represented 19.4% of the total. 


Transportation 


Baltimore City, being an important seaport and 
commercial and industrial center, is accessible by every 
type of transportation from not only the surrounding 
counties but the entire State. 


Industry and commerce 


The data available on the per capita income for 
Baltimore City was combined with that of Baltimore 


County. It was $1,548.12 in 1945 as compared with 
$725.02 in 1940. 


The following is excerpted from a release by the 
Baltimore Association of Commerce, May 1947. 


Baltimore, the country’s sixth city in population 
and second seaport in foreign-trade tonnage, is one of 
the principal industrial and maritime centers of the 
United States. With a metropolitan population of over 
1,200,000 persons, Baltimore also handles a large volume 
of wholesale and retail trade. In addition to its industrial, 
shipping, and commercial activities, Baltimore is an 
important banking and financial community and is a 
recognized leader in the writing of casualty insurance 
and fidelity and surety bonds. As the metropolis of 
Maryland, Baltimore is the principal factor in the business 
life of the State. 

By virtue of its central position on the Atlantic sea- 
board, Baltimore is conveniently situated with respect 
to the principal world markets and sources of raw 
materials. These fundamental advantages, together 
with the development of Baltimore’s great natural 
harbor, the availability of superior transportation facili- 
ties, and the existence of short-line rail connections to 
the interior of the United States, established the basis 
for the city’s remarkable business expansion during 
the last three or four decades. 

Baltimore has a highly diversified industrial structure 
with no one industry or single group of industries occupy- 
ing a dominant position. As a result of the city’s growth 
along many different lines, general business conditions 
in Baltimore have been relatively more stable than those 
in almost any other large industrial city in America. 

Practically all types of consumers’ goods, including 
foodstuffs, clothing and accessories, shoes, hats, furni- 
ture, housefurnishings, silverware, books and magazines, 
handbags, luggage, cosmetics, jewelry, and umbrellas, 
are made in Baltimore. In addition, the community pro- 
duces a large number of basic and specialized products, 
such as chemicals, colors and pigments, fertilizers, re- 
fined petroleum, iron and steel products, soaps, insulated 
wire and cable, aircraft, ships and yachts, motor vehicles, 
refined copper, biological and pharmaceutical products, 
meteorological and_ scientific instruments, portable 
electric tools, radios, bottle closures, textile-mill products, 
metal and glass containers, and numerous others. 

Of the 280 separate industries listed for Maryland in 
the 1939 Census of Manufactures, all but 31 were rep- 
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GENERAL HOSPITALS 


resented in Baltimore and vicinity. A total of 145 in- 
dustries, or slightly over half the number given for the 
State were concentrated entirely in the Baltimore area. 
The localization of a very large part of Maryland’s 
manufacturing industry in and around Baltimore is 
due primarily to the community’s outstanding advan- 
tages as a location for many different kinds of industrial 
operations. 

In December 1946, the approximately 2,000 manufactur- 
ing establishments in the Baltimore Industrial Area 
(Baltimore City and Baltimore County) employed a total 
of 188,215 workers, and the aggregate value of their 
production last year was estimated at around two 
billion dollars. The combined expenditures for mater- 
ials, fuel, power and supplies for use in manufacture 
were well over a billion dollars, while the total outlay 
for wages and salaries exceeded four hundred million 
dollars. 

For over two hundred years Baltimore has served as 
an international seaport. Its great natural harbor, 
which has about forty miles of deep water frontage, is 
the city’s chief commercial asset. ‘Ihe development of 
the port also has been an important factor in the growth 
of the community’s manufacturing industry. Many 
large concerns which require waterside factory sites 
operate extensive facilities along the Baltimore water- 
front, making it one of the most important industrial 
harbors in the United States. 

The banks and investment houses of Baltimore have 
played an important part in the community’s economic 
progress. From the beginning of the city’s export and im- 
port trade, early in the eighteenth century, to the found- 
ing of the Baltimore and Ohio Railroad in 1827, and 
ever since, the business leaders of Baltimore have 
demonstrated their resourcefulness in financing sound 
business enterprises. Many important manufacturing, 
merchandising, transportation, and mining concerns 
have been organized and financed here. 

Baltimore’s location, favorable with respect to econo- 
mic land and water transportation, has enabled the city 
to become one of the principal wholesaling and jobbing 
markets in the country. In 1939, the most recent year 
for which official records are obtainable, the city had a 
total of 1,664 wholesale establishments, including full- 
and limited-function wholesalers, manufacturers’ branch- 
es, agents, brokers, etc. The estimated volume of sales 
in 1945, according to the magazine “‘Sales Management,” 
amounted to $1,440,671,000. The local wholesale houses 
at the close of 1946 afforded employment to approxi- 
mately 25,000 workers. 

The principal commodities distributed by Baltimore 
wholesalers include automotive parts and equipment; 
clothing and furnishings; electrical goods; farm prod- 
ucts; groceries and food specialities; lumber and con- 
struction materials; dry goods and general merchandise; 
beer, wines, and liquors; paper and paper products; 
machinery and supplies; and tobacco products. 

The approximately 15,000 retail stores located in Bal- 
timore had an aggregate sales volume in 1945 of 
$870,147,000 according to an estimate prepared by 
“Sales Management.’’ This figure was more than double 
the dollar value reported by the U. S. Census Bureau for 
the year 1939. Concentrated largely in the central 
business district and in some 70 neighborhood shopping 
centers, the city’s retail outlets in December 1946 em- 
ployed about 75,000 workers. 

Due to its great economic importance, as well as to its 


31 


central location with respect to other parts of the State, 
Baltimore has developed close business and social ties 
with every section of Maryland. Not only do many of 
the industrial and commercial establishments of Balti- 
more market their products throughout the State, but the 
city is, in turn, a large consumer of the products of Mary- 
land’s farms, mines, forests, and fisheries. Many manu- 
facturing concerns in the counties, likewise, market a 
part of their production in Baltimore. In addition, the 
county areas send considerable volume of merchandise 
and other commodities to Baltimore for transshipment. 
The city’s relationship to the rest of the State is further 
strengthened by the fact that many Federal and State 
Bureaus and departments with jurisdiction throughout 
Maryland maintain their headquarters in Baltimore. 


GENERAL HOSPITAL FACILITIES 


Twenty-one general hospitals are located in the 
Baltimore Base Area, and eighteen are within the City 
(Table G). Only one of the general hospitals within 
the City has less than 100 beds. Their total normal 
bed capacity is 4,104 for white patients and 498 for 
nonwhite patients. The Baltimore City Hospitals, 
with 513 general hospital beds, admits nonwhite 
peaenis but does not reserve separate facilities for 

em. 


While the population of Baltimore City has increased 
by 196,174 persons, or 26.7% since 1920, and the entire 
area is highly developed, it cannot be assumed that 
the medical service needs are approaching a static 
level. The important increment in population, in the 
areas surrounding the City, is almost entirely dependent 
upon the facilities of the City for such service. 


The combined bed facilities of all the hospitals in- 
clude every type of service (Table P). 


HOSPITAL FACILITIES EXISTING AND 
PROPOSED 


Combining the general hospitals with the acute 
special hospitals, Baltimore City has 4,320 general 
hospital beds for white patients and 539 for nonwhite 
patients, or a total normal bed capacity of 4,859 beds. 
At 4.5 beds per 1,000 population as of 1948, Baltimore 
City should have 4,176 general hospital beds. 


If Baltimore City were considered as an independent 
area, it would have an excess of 683 beds above the 
United States Public Health Service standards. How- 
ever this excess in Baltimore City is utilized by the 
residents of Howard, Harford, Carroll, Baltimore, and 
Anne Arundel counties who depend largely on Balti- 
more City for hospital service. 


The existing and recommended facilities of the coun- 
ties included in the Baltimore Base Area are treated 
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TABLE P: GENERAL AND SPECIAL HOSPITALS OF BALTIMORE CITY, BED COMPLEMENT BY TYPE OF SERVICE 
ieee = 
4 3 
=] nw 
a 8 | a 
n & ro) Z D 
NAME OF INSTITUTION a a z He A Z, é Q 
2 Q ° oF R a AS 4 
algiei2]eleleelel al & gai eis 
Ole) Os Sel fo) Beate tee eee Bi 3 
Pi a@lela}2l8 | esta) 2)8lde| gg) e187 Le 
= a ° Au 6) = 7, 6) o fo) is | n > < ° aa 
Baltimore City Hospitals. 2355.2 ie. see eles 117 178 98 60 —_ 280 — 451 —_ — — _ 60 705 —) 1,949 
Baltimore Eye, Ear, and Throat Charity......... — —_— — — _— _ — — — — 65 — — -— — 65 
Bek PiaOnOspiGrOunic., ssc esate oe oS acae hate 14 _ _— _ = _ _ — _ — — —_ _ a oo 14 
Bon 'Seeouts*Hospital fae eho ee ec Oe _ _ 25 21 — _ — _ —_ — — —_— _ a 96 142 
Children's Hospital: School. s. .6 6c ce sh ered. _ —_ — — — —_— oH —_ — 130 —_ — — — 130 
Church Home.and-Plospitals . o3o ia ktee e eee _ _ 25 —_ —_ _— _ _ — — — —_ — — 140 165 
POCtor se TORDI balk os ies ie sek cea as PT RS _— _— 8 _ — _ — _— a — — _ — — — 8 
Franklin Square: Hospital): io..25 a6. scs.y eset ee Ce 30 65 50 8 — _ a — — 10 10 _ _ — 29 202 
Hospital for Women of Maryland............... _ _ 38 _ _ _ — —_ — a — —_ —_— -— 86 124 
Jobns Hopkins Hospitals 056. oo esata 6 haste peste 245 310 144 121 16 — 87 — - —- 80 —_ 60 — 8} 1,071 
Maryland General Hospital.................... _ — 26 29 _ cee — — —— — — _ = = 187 242 
WMiercy bl Ospitalen oe pecans eo en etna 62 91 45 835 3 — — oe — a 17 — - — 34 287 
Presbyterian Eye, Ear, and Throat, Hospital ..... — _ _ _ — _ — — — oo 40 — — — —_ 40 
Provident Mospital stuck oe egies tee 22 37 20 14 oo — eat patcecss — — — — -—— — 32 125 
SG Aenes LOSpitale ny acne eo aes Loe ee — — 31 22 — _— —j — — — — _ os —- 168 221 
St. POSEDI' A ELOSDI bal orecai tanec enter eee ee 20 52 32 33 _ _ — | oo — 10 3 —_ —_ —_ 100 250 
Sind THospitales eect eens le 31 40 48 28 — _ — — — —_ — — — _ 153 300 
South Baltimore General Hospital............... 8 97 24 21 —_ —_ —- —_ — — — — ae — 150 
Sydenham: Hospitals ine So i oe ec as —- — — — 100 —_ — — — — — — — — — 100 
Union Memorial sfospitale®. once wo oe Sees — — 35 51 — —_ ssist Weems — —_ — — — os 255 341 
Volunteers of America Hospital............... —_ —_ _— _— —_— — — — — a — — — — 40 40 
West Baltimore General Hospital............... a= — 85 20 — — — —- — — — — _ — 131 186 
tniversity: FOspital: esc vam hare cae ne ee geaueren 70 104 66 34 oo — —- — | — — — —- _ ae 161 435 
PALOMA TS cate coe Sits hee eles nee Sree 619! 974 750!| 497 119 2802 873; 4514 — 1501} 2151 —_— 120 7055) 1,620) 6,587 
NUMBER OF INSTITUTIONS HAVING DEPARTMENTS 10 9 17 14 3 1 x: 1 | —— 3 6 — 2 1 15 
1Some of these were placed in totals with special hospitals. 
2Placed in totals with tuberculosis hospitals. 
8Placed in totals with mental hospitals. 
4Placed in totals with chronic disease hospitals and nursing homes. 
50Only domiciliary care provided. 
in the discussion of the individual counties. With the PROVIDENT HOSPITAL 


addition of these facilities to the Baltimore City totals, 
the resultant figures for the Baltimore Base Area are: 


White Nonwhite Total 


PRANIINOPO ORG oe clases coos Revol 4,104 498 4,602 
Anne Arundel County........00..000.0ccc 88 22 1101 
Carroll County (Westminster).............. 50 0 501 
PABELOT COUREY So eiiccdscoeslinsccpee ween 108 11 1191 
Total general hospital beds.................... 4,350 581 4,881 
Special (acute) hospitals? .........00.0.. 101 26 127 
4,451 557 ~=5,008 
Less beds in nonacceptable hospitals .. 144 34 178 
POUIE DOU as hos Asta 4,307 523 4,830 


Applying the standard of 4.5 beds per 1,000 popula- 
tion to the combined population for the Baltimore 
Base Area, which was 1,308,206 as of 1943, 5,887 
general hospital beds are established as the need. In 
the light of the dependence of the entire State on Bal- 
timore City, the Committee allocated to the Baltimore 
Base Area 385 additional beds from the pool, bringing 
the quota for the Area to 6,272. With 4,830 acceptable 
beds in existence and recommended, there is a de- 
ficiency of 1,442 beds in Baltimore City. 


ALLOTMENT OF BEDS 


Having established the need at 1,442 after rec- 
ommendation for the counties included in the area, the 
next problem was the allotting of these beds. 


1Includes recommended beds. 

2The Children’s Hospital School, listed with special hospitals 
in Table K, was transferred to the category of chronic disease 
hospitals. 


Provident Hospital, which is organized, operated, 
and staffed by nonwhite persons, was considered the 
logical beginning point for racial assignment of beds. 


This hospital holds approval by the American College 
of Surgeons. It is approved for interne training and 
residencies in surgery and obstetrics, as well as for a 
general residency. It has an approved school of nurs- 
ing, the only one in Maryland for training of Negro 
nurses for State registration. 


It is well organized in all departments, including an 
outpatient service. The physicians in charge of the 
X-ray department and clinical laboratory do not 
limit their practice to these fields; but with a larger 
hospital these deficiencies might be corrected. Other 
departments, such as dietary, pharmacy, medical 
records, medical social service, and nursing school, are 
under the supervision of well-trained people. Con- 
sulting service is utilized in most of the specialties. 


In addition to the main hospital building, which 
was originally used by what is now the Union Memorial 
Hospital, several adjoining row houses have been re- 
modeled and are utilized for nurses’ quarters, teach- 
ing areas, and the outpatient department. 


The land area, occupied by the hospital and other 
buildings owned by the hospital, is 30,756 square feet, 
which with the necessary demolition of some of the 
row houses and the acquisition of a plot now proposed 
would supply minimal space for additional buildings. 


GENERAL HOSPITALS 


The hospital is located in one of the two areas of Negro 
population concentration. 


Its normal capacity is 125 beds. The utilization 
rate of these beds is 78.1%, which is relatively high. 


Present projected plans include modernization of 
the existing hospital, a new nurses’ home, and re- 
placements and increased capacity in the laundry and 
power house, along with the addition of 50 to 75 beds. 
The beds are planned to be used for pediatric, obstetric, 
and general service. 


With the acute need for beds for the care of nonwhite 
patients specifications should call for a capacity of 
250 beds. It can be expected that this hospital event- 
ually will need more than the 50 additional beds now 
projected. 


If funds can be located sufficient to meet two thirds 
of the cost of construction and necessary replacements, 
allocation of matching Federal funds is recommended 
for the project under consideration which will add 50 
beds to the present capacity. 


BUILDING PLANS OF OTHER HOSPITALS 


In making plans for the expansion of hospital 
facilities, proposed building plans were weighed against 
the established needs. Reports by the general hospitals 
of Baltimore on their projected building plans were 
reviewed. 


Seven nonprofit general hospitals, which admit white 
and nonwhite patients, have under consideration 
plans for expansion. The Franklin Square Hospital 
project is located in the western area; Johns Hopkins 
Hospital is in the eastern area; South Baltimore Gen- 
eral Hospital is in the southern district. St. Joseph’s 
new location in Loch Raven will be in the north and 
convenient to Towson. Maryland General Hospital, 
University Hospital, and Mercy Hospital are in the 
center of the City. 


If construction follows figures being considered at 
present, 857 new general hospital beds will be added 
within Baltimore City, including the new St. Joseph’s 
Hospital. If ratios of 17% for nonwhite patients are 
observed, 744 of these beds will be assigned for white 
patients and 113 for nonwhite patients (Table Q). 
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Within the Baltimore Base Area, several planned 
expansions were reported which, for various reasons, 
were not considered as being eligible for financial 
assistance at this time under the general hospitals 
phase of the program. 


West Baltimore General Hospital plans remodeling 
and expansion of its operating rooms suite, X-ray de- 
partment, and an addition of 20 beds. 


The hospital is strategically located, serving the 
West Baltimore residential area and Catonsville. This 
expansion is a continuation of a program under which 
a new wing to the hospital and a new nurses’ home have 
already been added. It is set up well organizationally 
and has well-qualified heads in most departments. 


While it holds an important place in the hospital 
picture, it cannot be considered for a grant under the 
Hospital Survey and Construction Act because of its 
policy against the admission of nonwhite patients. If 
its policy is changed to comply with the Act, the 
Hospital could be included in the program. 


The Baltimore Eye, Ear, and Throat Charity Hospi- 
tal, located at 1214 Eutaw Place, has under considera- 
tion plans for an addition to its laboratories, X-ray 
department, laundry, and hospital records area. This 
hospital is rendering valuable service to inpatients and 
clinic patients. Its present buildings are remodeled 
row houses which do not lend themselves well to hospital 
purposes. They present a fire hazard which would 
be increased with the addition of more space. 


In line with the established policy of excluding 
from the program any institution maintaining a 
building which is partially used for other than hospital 
or clinic purposes, this institution is excluded. Also, 
in line with the present generally accepted policy of 
concentrating all types of service in large general 
hospitals, this hospital is eliminated on account of 
its size. This decision is no reflection on the quality of 
work done nor the ability of the medical staff, but is 
made in the interest of safety and efficiency. 


St. Agnes Hospital, located at Wilkens and Caton 
Avenues, on the western edge of the City, plans to 
add 100 beds to its obstetric and pediatric depart- 
ments. It also plans an addition to its nurses’ home. 


TABLE Q: PROPOSED CONSTRUCTION AT NONPROFIT GENERAL HOSPITALS AVAILABLE TO NONWHITE PATIENTS, BALTIMORE CITY 


NorRMAL BED CAPACITY 


NAME OF INSTITUTION 


RACIAL ASSIGNMENT OF BEDs To 
Br ADDED (17% NONWHITE) 
FuNDs ON HAND 


PARI OOUATE POSDIGAL. occ cc cea we ct enle need | 158 15 173 15 15 90 $1,000,000 

Benne TOMKINS ElOSpital:. csc oe cee eee we cess 656 217 873 2002 02 2002 tote to $1,750,000 

Maryland General Hospital..............0...00e000: 228 7 235 76 16 92 1,000,000 900,000 

Sa NMEIR SEUSS Sh SN ec? ba dodo ho wie: eves Bae Meese! 256 25 281 124 26 150 1,000,000 

De MEOI SE FIGRDSCOE oo dv nek oo cco ke wens ares ee se 230 20 250 124 26 150. Owns 43 acres 
in Loch Raven 
district 

South Baltimore General Hospital.................... 127 8 135 21 4 25 250,000 100,000 

RMN ee REPORTS So ocr ccm as ci 0, bok wavered sweets we 354 81 435 124 26 150 800,000 

PROMI RR  ESTOE SS erst as ci gb gist e soalere Wares sp aeterets & 2,009 373 2,382 744 113 857 


1Present plans at St. Joseph’s Hospital call for erection of a 400-bed hospital at new location, making net increase 150. 
2Johns Hopkins Hospital already has 24.9% of its beds reserved for nonwhite patients. The addition of 200 beds would reduce this percentage to 20.2%. 
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This hospital in recent years has completed remodel- 
ing and renovating projects in its dispensary and acci- 
dent division, operating rooms, and pediatric depart- 
ment. The buildings are old but well constructed and 
have been kept in a good state of repair. 


Its bed complement is 87 beds in excess of its normal 
capacity. The per cent of occupancy based on normal 
capacity is 98.9%. 


In line with industrial development in this section, 
extensive home building operations are in progress in 
the area served by the hospital. It can be expected 
that St. Agnes Hospital, being located nearest this 
development, will be utilized to a great extent by the 
new residents. 


With its present high rate of occupancy and the 
expected increase in the population of the service area, 
need for more beds is indicated clearly. However, 
owing to its policy of not admitting nonwhite patients, 
this hospital cannot be considered for a grant under the 
Hospital Survey and Construction Act. 


This hospitai is of more than ordinary importance 
to the community because of its proximity to and ad- 
ministrative and functional coalition with the Jenkins 
Memorial, whose function is the care of chronic and 
incurable patients. 


It is an important part of the hospital facilities of 
the City and should be encouraged to expand its 
facilities to meet the present and the apparent future 
increased demand. 


The Church Home and Hospital, located at Broad- 
way and Fairmount Avenue, has under consideration 
a project for the addition of 90 beds. 


This hospital is located in a densely populated area 
and is operating at a rate of occupancy of 81.0%. 
Some parts of the institution are quite old, but newer 
additions are fairly modern. 


Operating under a policy which does not permit the 
admission of nonwhite patients, this hospital cannot 
qualify for a grant of Federal funds under this program. 
Located as it is in an area with a large Negro population, 
it would seem logical that this hospital make some 
service available for Negroes. However, this body 
has no authority with regard to policies of the in- 
dividual hospitals; these prerogatives rest with the 
boards of the hospitals. The observation made above 
is rendered in the light of existing conditions which 
might be used as justification of a change in policy, 
and which in turn would bring the projected expansion 
program within the scope of the Hospital Survey and 
Construction Act. 


The Presbyterian Eye, Ear and Throat Hospital, 
located at 1017 East Baltimore Street, has a normal 
capacity of 40 beds. It conducts outpatient clinics in 
its specialties. 


A letter from the President of the Board states that 
plans for a new hospital of the same bed capacity are 
under consideration, but are quite nebulous. Because 
of the age of the buildings now used and the inflammable 
nature of their construction, the opinion expressed by 
the President of the Board is correct in that an entirely 
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new building is the only program which should be 
considered. 


Because of its limited field and its size, and since 
the plans are not at all crystallized nor funds yet 
available, this project was not recommended for con- 
sideration under the program. 


The Sinai Hospital is in the process of preparing a 
construction program which, it is understood, will en- 
tail the vacating of the present building and the con- 
struction of a new hospital at a new site. It was re- 
ported by the Administrator that the new building 
will have a greater capacity than the present one. He 
also reported that the present policy opposed to the 
admission of nonwhite patients will be changed when 
the new hospital is put into service. Under the new 
policy, the Sinai Hospital would be included in this 
program. The bed capacity of the new hospital has 
not yet been determined. 


The importance of the West Baltimore General 
Hospital, St. Agnes Hospital, Church Home and 
Hospital, and Sinai Hospital is emphasized because 
they conduct schools of nursing. With the present 
critical shortage of nurses, hospitals operating schools 
of nursing should be aided in every possible way be- 
cause of their contribution to the over-all medical 
program. This is an additional reason for giving favor- 
able consideration to their construction programs 
should they see fit to change their policies to qualify 
for assistance. 


The completion of the seven programs, summarized 
in Table Q, along with the recommended additions 
at Provident Hospital, would leave the area 535 beds 
short of the allotted number. These beds would be 
assigned to othér hospitals in the area as they develop 
construction programs in conformity with the reg- 
ulations. 


Conclusions 


_ Baltimore City, with its hospitals serving not only 
its own residents but those of a large area surrounding 
it, is in need of more general hospital beds. 


Building plans reported to be under consideration 
by hospitals in Baltimore City approximate the num- 
ber considered to be needed. 


Table Q lists the projects reported by hospitals 
which meet the basic requirements of the program. 
They are reasonable and could be favorably considered 
for grants of funds under this program; however, 
their listing does not constitute approval nor the 
granting of a specific priority. 


Recommendations 


It is recommended that Baltimore City, together 
with Anne Arundel, Baltimore, Carroll, Harford, and 
Howard counties, be considered as a base area. 


It is recommended that hospitals in the Baltimore 
Base Area which have building programs under con- 
sideration be encouraged to crystallize their plans 
and to raise the necessary funds. 


GENERAL HOSPITALS 


BALTIMORE COUNTY 
BALTIMORE BASE AREA 


Population 


1943: 202,425 
1940: 155,825 
1930: 124,565 
1920: 74,817 


Nonwhite population 


Land area: 610 square miles 
Population per square mile, 1943: 


County seat: Towson 


Total 


Geographic considerations 


Baltimore County is bounded by Pennsylvania on 
the north, by Carroll, Howard, and Anne Arundel 
counties and Baltimore City on the south, and by 
Harford County on the east. 


It has 610 square miles of area, making it the third 
largest county in the State. 


Population 


The population of Baltimore County, as of 1943, 
was 202,425, which places it first among the counties 
in population. The phenomenal population increase of 
170.6% within 23 years is attributed to the growth of 
industries in the City of Baltimore and the surrounding 
areas. The population density increased from 255.5 
per square mile in 1940 to 331.8 per square mile in 
1943. 


The most recent data available on population dis- 
tribution by election districts, as of 1940, are as follows: 


Distriet: +834. 6,736 
District 9....:... 21,641 
District1052..-. 2,448 
District Lbs 7,225 
DIStEICH Ea cca 15,436 
District. 13: ..;.... 13,366 
District 14........ 10,420 
District 16........ 28,402 


District. 1 .......; 7a) eal 
Distriet: 2..55.:. 7,501 
DU Svite es See 7,150 
IDistriet::4. <5. 7,596 
District. .5. 35)... yap Weal 
District 6........ LECT 
istrict: (....::. 3,385 


It will be noted that the population is concentrated 
in Election Districts 1 and 13, which lie southwest of the 
City of Baltimore, and Election Districts 9, 11, 12, 14, 
and 15, which lie east and north of the City. 


It was assumed that the bulk of the 46,600 new 


Change from previous period 
46,600 increase 
31,260 increase 
49,748 increase 


Per cent nonwhite 


1945: 138,765 6.8 1945: $1,548.12 
1940: 10,5380 6.8 1940: $ 725.02 
Classification of residents for Baltimore City and Baltimore County, 1940 
Urban Rural nonfarm Rural farm 
87.5% 1% 2.4% 


331.8 
Population 1940: 3,623 
Births in hospitals as a cent of total births, 1945 
it 


80.3 82.6 


Change over 1920 


170.6% increase 
108.3% increase 
66.5% increase 


Per capita income for Baltimore 
City and Baltimore County 


Nonwhite 
54.8 


residents since 1940 have taken up residence in these 
areas. 


Nonwhite persons, numbering 13,765, made up 
6.8% of the County population in 1945. 


Residents of Baltimore County, along with the 
residents of Baltimore City are 87.5% urban, 10.1% 
rural nonfarm, and 2.4% rural farm. 


Transportation 


The main lines of the Baltimore and Ohio Railroad 
and the Pennsylvania Railroad cross the southwest 
section of the County. Other railroads run north and 
northwest through the County. A network of roads 
makes travel to Baltimore City convenient. 


Industry and commerce 


Heavy industries are located in the Sparrows Point, 
Dundalk, and Middle River areas, offering employ- 
ment to a large part of the population in these areas. 


Since many residents of the County are employed 
in Baltimore City, both have been considered in the 
examination of per capita income. In 1940 the per 
capita income for the combined area was $725.02. In 
1945 it was $1,548.12. In each of the years cited, this 
area had the highest income per capita in Maryland. 
The per capita income for the State in 1945 was 
$1,291.61. 


Physicians 

There are 167 physicians residing in Baltimore 
County. The distribution of these physicians is as 
follows: 
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Catonsville................ 24 Arcadia (Upperco) ....1 
OWSOD erry eae 33 | is 3) 271 Em aaa a a 1 
Dundalle s35 20.050 8, 13 OUT ere 2 
Woodlawn ............... 1 alsin ea 2 
Parkvilie: 3.05 | 4 Riderwood. 3.5... 30.)34: 1 
|S Re alah ae ee al, 7 ORK one eas 1 
Raspsburg .................. 4 Timon 5 Ao 1 
Middle River.............. 5 Randallstown.............. a 
Balethorne... 5 PO case re 1 
verlag. aa ye Cramite 2 o2 ese i 1 
Baltimore (suburbs) 12 Vereen ie ice. 2 
Witte taal a, 1 Stoneleigh. .....0...000000... 2 
Sparrows Point .......... 8 Lutherville. ................. 1 
Reisterstown .............. 6 op 9: Re ee 6 
POUKLON, ocosieccissrssiacerie 2 Owings Mills .............. 1 
PUResyiIle: fs cS 11 Lansdowne.................. 1 
Cockeysville................ 3 


According to the County’s population in 1948, this 
establishes a ratio of one resident physician to every 
1,212 persons. 


GENERAL HOSPITAL FACILITIES 
Baltimore County does not have a general hospital. 
Ane residents depend upon the hospitals in Baltimore 
ity. 


Conclusions 


With transportation highly developed and with 
medical facilities and personnel of high caliber in 
Baltimore City, the continued dependence of Balti- 
more County on the City would be satisfactory if 
hospital facilities in the City are increased in propor- 
tion to the demand. 


Community hospitals in the 
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vicinity of Towson, Middle River, and Sparrows 
Point merit consideration only if the facilities of 
Baltimore are not increased to a sizable degree. 


If application is made for a project in this area, sup- 
ported by evidence of funds available for construction 
and demonstrated ability to support the hospital, it 
will be approved. If such application is approved, beds 
now allotted in Baltimore City will be assigned to such 
project. A hospital in this area should include quarters 
for the County Health Department. 


Recommendations 


St. Joseph’s Hospital now owns land in the Loch 
Raven area and plans to erect a 400-bed hospital. This 
project is recommended. At the completion of this 
project, Towson will have access to adequate hospital 
facilities conveniently located. 


A group of citizens in the Middle River area is giving 
serious consideration to the establishment of a hospital. 
Should their plans crystallize and sufficient funds be 
raised, their project will be considered for Federal 
funds in view of the population as shown in 1940 by 
election districts and the apparent increase in the in- 
tervening years. Any hospital in this area should in- 
clude quarters for the County Health Department. 


Due to its position as almost surrounding Baltimore 
City and the total dependence of its residents on the 
hospitals of Baltimore City for service, Baltimore 
County was included in the Baltimore Base Area. 


CARROLL COUNTY 
BALTIMORE BASE AREA 


Population Change from previous period Change over 1920 
1948: 39,399 845 increase 15.1% increase 
1940: 39,054 3,076 increase 14.0% increase 
1930: 35,978 1,733 increase 5.1% increase 
1920: 34,245 
Nonwhite Per cent nonwhite Per capita income 
1945: 2,088 5.3 1945: $1,049.95 
1940: 2,081 5.3 1940: $ 520.25 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
12.0% 6 3% 
Land area: 456 square miles 
Population per square mile, 1948: 86.4 
County seat: Westminster Population 1940: 4,692 
930: 4,463 
Births in hospitals as per cent of total births, 1945 
Total White Nonwhite 
53.4 55.4 21.4 


GENERAL HOSPITALS 


Geographic considerations 


Carroll County is bounded on the north by Pennsyl- 
vania, on the west by Frederick County, on the south 
by Howard County, and on the east by Baltimore 
County. In this location, it makes up the northwestern 
section of the Baltimore Base Area. 


It has 456 square miles of land area, making it the 
tenth county in the State in size. 


The land is hilly, but most of it is tillable. 


Population 


The population of Carroll County, as of 1943, was 
39,399. There has been a continuous but not very great 
increase in population from 1920 to 1943. During 
the 23-year period, it amounted to 15.1%. The pop- 
ulation density in 1948 was 86.4 persons per square 
mile, making it tenth county in the State in this respect. 


The population distribution, given by election dis- 
tricts for 1940, shows a rather even spread: 


District 1, Taneytown.....................:.. 2,894 
istret.. 2. Uniontown... .cncs 1,960 
J OS RG Sn 1,705 
District -4, Woolerys..........:.........005. 3,072 
Peoeveet « G, Preedom: 3. 2..<.cc....c....: 6,538 
District 6, Manchester...................... 3,210 
District 7, Westminster .................... 8,588 
District 8, Hampstead ..............:....... 2,529 
ee 1, a ec 1,041 
District 10, Middleburg..............0....... 982 
District 11, New Windsor ................... 1,876 
District 12, Union Bridge.................... 1,446 
District 18, Mount Airy...................... 1,625 
BPIsCENGt EA, PRCTEOUG <5... -acesceccsescaas 1,588 


_The only incorporated communities with popula- 
tions of more than 1,000 persons, as of 1940, are 
Westminster with 4,692 and Taneytown with 1,208. 


In 1940, only 12.0% of the population was rated as 
shee 50.7% was rural nonfarm, and 37.38% rural 
arm. 


Nonwhite persons, numbering 2,088, made up 5.3% 
of the County’s population in 1945. 


Transportation 


The County is bisected by one main highway, 
Route 140, which runs northwest from Baltimore City, 
through Westminster to Emmitsburg. Other secondary 
roads converge at Westminster, furnishing access to 
all points in the County and to Gettysburg and Han- 
over in Pennsylvania. The southern portion of the 
County is served by two highways, one running from 
Thurmont to Baltimore and the other from Frederick 
to Baltimore. 


Bus service into Westminster is maintained by the 
Greyhound Lines, All-American Lines, and Blue Ridge 
Lines. The lines emanate from Baltimore City and 
serve the communities beyond Westminster. 


The Western Maryland Railroad has three passenger 
trains into Westminster daily. These trains run into 
Hagerstown and Cumberland and make connections 
with the Pennsylvania Railroad into Frederick. Three 
trains make trips in the opposite direction daily. 
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Industry and commerce 


There are no large industries in Carroll County. A 
number of small industries exist, including a cement 
plant, a shoe manufacturing plant, a floor-covering 
factory, a rubber manufacturing plant, and a machine 
factory. 


_ The per capita income in 1940 was $520.25. At that 
time, Carroll County was the tenth in the State from 
the standpoint of income. 


The per capita income amounted to $1,049.95 in 
1945, and Carroll County fell to eleventh place among 
the counties of the State. 


Physicians 


Twenty-seven physicians are practicing in Carroll 
County and are distributed as follows: 


Westminster................ 9 Union Bridge.............. 3 
Bampstedd 3 4 New Windsor.............. 2 
Sykesville. .....0.0.0000000.. 3 Mount -Airy::.i8 nc 2 
Taneyiown <2k eo. 3 Manchester.................. if 


On the basis of the County’s population in 1943, 
this establishes a ratio of one physician to every 1,459 
residents. 


Three of these physicians have the privilege of treat- 
ing patients in the Frederick City Hospital and one 
has such privilege in the hospital at Gettysburg, 
Pennsylvania. 


GENERAL HOSPITAL FACILITIES 


There are no general hospitals in Carroll County. 
Studies of patients in the hospitals of Frederick City 
and Baltimore City (Table N) indicate that residents 
of Carroll County use the hospitals in these two cities. 
It is reported by local people that some residents of the 
County travel to Hanover and York in Pennsylvania 
for hospital care. 


At present a community group in Westminster is 
promoting actively a project for the establishment of a 
community health center. According to their plans, 
it is to be primarily a diagnostic center. 


Conclusions 


Carroll County has need for a general hospital. It 
should be located at Westminster, which is the County 
Seat, and is located at the approximate center of the 
County. It is accessible to all parts of the County and 
is the largest community in the County. 


On the basis of United States Public Health Service 
standards for rural areas, of which Carroll County is 
typical, there is a need for a 100-bed general hospital. 
Because of the established practice of the residents to 
go outside the County for hospital care, a 100-bed 
hospital would exceed the current need until such time 
as the hospital is established definitely as the medical 
center for the County. The development of this 
hospital and staff will no doubt be slow because of its 
proximity to the specialists and facilities in Baltimore. 
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Recommendations 


It is recommended that a hospital of at least 50-bed 
capacity be established in Carroll County. This 
hospital should be planned so that two later additions 
of 25 beds each can be made as the need develops. 


With the small number of nonwhite residents in the 
County, it is not recommended that special facilities 
be set up for their care. On occasions, if the manage- 
ment chooses to practice segregation, they may do 
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so by providing private or semiprivate rooms. 


In the absence of local hospital facilities and with a 
past record of dependence on the hospital facilities of 
Baltimore City, Carroll County was made a part of 
the Baltimore Base Area. 


Should the contemplated diagnostic center be con- 
structed prior to the construction of a general hospital, 
it'is recommended that the center be designed so that 
it will serve as the nucleus for a hospital. 


HARFORD COUNTY 
BALTIMORE BASE AREA 


Population Change from previous period Change over 1920 
1948: 42,890 7,830 increase 46 .4% increase 
1940: 35,060 3,457 increase 19.7% increase 
1930: 31,603 2,312 increase 7.9% increase 
1920: 29,291 
Nonwhite population Per cent nonwhite Per capita income 
1945: 4,889 11.4 1945: $818.82 
1940: 3,984 11.4 1940: $492.07 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
14.2% 9% 41.0% 


Land area: 448 square miles 


Population per square mile, 1943: 95.7 


County seat: Bel Air 


Population 1940: 1,885 


Births in hospitals as per cent of total births, 1945 


Total White Nonwhite 

79.5 82.9 54.2 
General hospital facilities 

Institution Location Beds 

Fountain Green Hospital Bel Air 17 

Harford Memorial Hospital Havre de Grace 72 


Geographic considerations 


Harford County is bounded on the north by Pennsyl- 
vania, on the west by Baltimore County, on the south 
by Baltimore County and the Chesapeake Bay, and 
on the east by the Chesapeake Bay and the Susque- 
hanna River. Across the River to the east is Cecil 
County. A portion of Baltimore County, approximately 
10 miles wide, lies between the City of Baltimore and 
Harford County. 


Harford County, with 448 square miles of land 
area, is the eleventh county in the State from this 
standpoint. The surface in the eastern portion is 
generally flat, but becomes hilly on the west and north. 


Population 

As of 1948, the County’s population was 42,890. 
With 95.7 residents to the square mile, it stood seventh 
among the counties of the State. 


The nonwhite population, 4,889 in 1945, constituted 
11.4% of the County’s population. 


The population distribution by election districts, 
as 1940, was as follows: 


Distritt: 15 “ABIRGON.<; hhc 5,782 
District 2, Halls Cross Roads ............ 6,828 
Dishich 3, el Ain! ces 7,800 
Distriet:4, Marshalls: 3.300028 4,489 
District:bs IoUblits ease See ee 5,194 
District 6, Havre de Grace........00........ 4,967 


As of 1940, the population was 14.2% urban, 44.9% 
rural nonfarm, and 41.0% rural farm. 


Transportation 


The main lines of the Baltimore and Ohio Railroad 
and the Pennsylvania Railroad, running between 
Washington, Baltimore, Philadelphia, and New York, 
cross Harford County. 


Main highways between these cities also traverse 
the County. There are numerous secondary roads 
which give all parts of the County convenient access 
to Baltimore and Havre de Grace. 
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Industry and commerce 

There are no large industries located in Harford 
County. The only manufacturing plant is located in 
Beleamp, where shoes and rubber overshoes are manu- 
factured. Farming is practiced by a large segment of 
the population. Many residents are employed in Balti- 
more City and in the industries surrounding Baltimore. 


The two trading centers are Bel Air and Havre de 
Grace. 


In 1940 Harford County ranked eleventh county in 
the State in per capita income, which was $492.07. 
As of 1945, the per capita income was $818.82, making 
it the sixteenth county in the State in this respect. 


Physicians 
There are 28 physicians practicing in the County. 
They are distributed as follows: 


Morest Hill 25.2 = 2 Churchville ................ aL 
Havre de Grace.......... 6 GROGGE es 1 
CDE I0 01 ca  oare BPaliston. = 5..2) too 1 
mOTOOOR: oe oS... 6 Edgewood.................... 1 
Darlington... 2-:...00..: 2 Ber RiP cs hes 6 


This establishes a ratio of one physician to every 
1,532 persons, based on the County’s population in 
1943. 
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FOUNTAIN GREEN HOSPITAL 


The Fountain Green Hospital, located near Bel 
Air, is a privately-owned institution with a capacity of 
17 beds. The building was constructed fifty years 
ago and was originally used as a tavern. It is of frame 
construction. 


Most of the patients are obstetric cases. A few 
medical and some ear, nose, and throat cases are ad- 
mitted. 


The occupancy rate is 39.6%. During the reporting 
year 144.5 days of service per bed were rendered. 
The average length of stay per patient was 9.9 days. 


The physician who owns this hospital has the bulk 
of the patients as his private cases. Five other physi- 
cians have hospital privileges. One doctor travels 
from Baltimore to do ear, nose, and throat work. 


Bel Air would be a logical geographic location for a 
hospital, being the center of the County. Since the 
Fountain Green Hospital is a privately-owned institu- 
tion, no assistance can be given under the program. 
Even if it were operated as a nonprofit institution, no 
additional construction could be recommended owing 
to the inflammable nature of its construction. 


HARFORD MEMORIAL HOSPITAL 


The Harford Memorial Hospital is located at Havre 
de Grace. It is community-owned and operated on a 
nonprofit basis. This is a modern hospital, having 
been put into service in 1942, at which time the original 
hospital of frame construction was vacated. The hospi- 
tal has provisional approval by the American College 
of Surgeons. 


Area served: The patients are largely from the local 
community, the rest of Harford County, and Cecil 
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County, their distribution being 28.4%, 52.2%, and 
15.5%, respectively. The out-of-state patients (3.9%) 
are accounted for by the fact that important highways 
connecting Washington, Baltimore, Philadelphia, and 
New York cross the Susquehanna River at this point. 
Thus there are people from all parts of the Nation 
funneling through this area. 


Bed capacity: The normal capacity is 72 beds, of which 
11 are set aside for nonwhite patients. On the basis of 
1943 population in Harford County, the Harford 
Memorial Hospital has 1.7 beds per 1,000 population. 


Utilization: This hospital operated at a rate of oc- 
cupancy of 79.9%, rendering 291.5 days of service per 
bed at the time of the survey. The average length of 
stay per patient was 7.4 days. 


An analysis of services by diagnosis showed the 
following: 


Number of patients Per cent 


Medical 1,368 48.1 
Surgical 428 15¢4 
Obstetric 608 21.4 
Pediatric 821 pm Oe 
Other 116 4.1 
Totals 2,841 100.0 


Medical staff: The Medical Staff is organized, having 
officers and standing committees. There are chiefs of 
service in obstetrics; surgery; pediatrics; anesthesia; 
ear, nose, and throat; and medicine. 


The Active Staff has a membership of 15 physicians. 
Their ages range from 29 to 62 years, the average age 
being 40 years. Six of these men live in Havre de 
Grace. The others are located in near-by communities. 


The membership of the Courtesy Staff includes 
seven physicians, whose ages range from 32 to 72 
years. The average age is 47 years. The Consulting 
Staff is made up of 21 specialists from Baltimore City. 


Qualifications for surgery and obstetrics are high. 


Educational activities: The hospital has no educational 
program in effect. 


Building plans: Active consideration is being given to 
plans for an addition which will increase the capacity 
by 20 beds. 


Conclusions 


The analysis of patients by diagnosis shows a broad 
acceptance of the Harford Memorial Hospital. A 
hospital where the work is preponderately surgical 
would indicate that only emergency cases and those 
which cannot possibly be taken care of in the home 
apply for care. This conclusion must be tempered with 
the fact that some of the major surgical work is re- 
ferred to the hospitals of Baltimore. 


The high occupancy rate and comparatively short 
average stay indicate a rapid turnover of patients due 
to an urgent need for beds. 


In spite of this eccentric location on the east-central 
boundary of the County, most of the residents of the 
County travel to this hospital for care. Its construc- 
tion was partially financed out of County tax funds, 
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making it a “County” hospital. There are no hospitals 
located west except Fountain Green Hospital. 


The three election districts of Cecil County, across 
the Susquehanna River, look somewhat to this hospital 
for care, as indicated by the fact that 15.45% of the 
patients are residents of Cecil County. 


When calculating the need, the residents of Cecil 
County were balanced of against those residents who 
it was assumed turned to Baltimore City for service. 


Although Harford County was considered in this 
study as a part of the Baltimore Base Area, the stand- 
ards for a rural area (2.5 beds per 1,000 population) 
were used in determining the number of beds necessary. 
On this basis its need was set at 107 beds. 


Proposed plans call for the addition of 20 beds, 
which would bring the total to 92. This additional 
number of beds is conservative in view of the present 
rate of occupancy. 


The addition of 30 beds instead would relieve the 
present excessive percentage of occupancy, and allow 
for some future increase in the utilization of the hospi- 
tal. Unless new industries locate in the area or other 
changes occur affecting the population, it is assumed 
that the 102 beds will be adequate for some time 
in the future. 
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As of 1945, Harford County’s nonwhite population 
was 11.4%. On this basis ten beds must be assigned to 
nonwhite patients, in order to keep beds available in 
proportion to population groups. Since there are al- 
ready 11 beds reserved for nonwhite patients, all of 
the additional beds may be used for white patients. 


Since Bel Air is located approximately halfway be- 
tween Baltimore and Havre de Grace, about 16 miles 
away, and with adequate highways, it is felt that the 
facilities of Baltimore and Havre de Grace can serve 
the needs of this area. 


Should more than the present limited funds become 
available and should the residents of Bel Air and the 
surrounding area become interested in financing a 
hospital, the project should be given serious considera- 
tion. 


Recommendations 


Because of its proximity to Baltimore City and its 
dependence to a large degree on the physicians of 
Baltimore City for.medical care, Harford County was 
made a part of the Baltimore Base Area. 


It is recommended that an addition of 30 beds be 
papinnes for the Harford Memorial Hospital at Havre 
e Grace. 


HOWARD COUNTY 
BALTIMORE BASE AREA 


Population Change from previous period Change over 1920 
1948: 18,481 1,306 increase 16.8% increase 
POAQ TTL 1,006 increase 8.5% increase 
19380: 16,169 343 increase 2.2% inerease 
1920: 15,826 
Nonwhite population Per cent nonwhite Per capita income 
1945:°° 3,012 1945: $861.70 
1940: 2,806 1940: $455.08 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
0.0% 7% 


Land area: 251 square miles 
Population per square mile, 1943: 
County seat: Ellicott City 


Population 1940: 1,216 


Births in hospitals as per cent of total births, 1945 
Nonwhite 
28.1 


Total White 


55.6 
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Geographic considerations 


Howard County lies west and southwest of Balti- 
more, with a small segment of Baltimore County about 
four miles in width separating the County from the 
City. It is bounded by Baltimore County and Carroll 
County on the north, Frederick, Montgomery, and 
Prince George’s counties on the west and south, and 
Anne Arundel and Baltimore counties on the east. 


It is next to the smallest county in the State, having 
251 square miles of area. 


The surface is largely rolling in nature and lends itself 
to farming. 


Population 


The population of Howard County, as of 1948, was 
18,481. With 73.6 persons per square mile, it ranks 
twelfth among the counties of the State. 


The population growth experienced has been small, 
amounting to 16.8% within 23 years, whereas the over- 
all increase for the Baltimore Base Area, including 
Howard County, was 40.5% for the same period. 


The nonwhite population, as of 1945, was 3,012, or 
16.38% of the total. 


There are no incorporated municipalities in the 
County. The population distribution by election dis- 
tricts, as of 1940, was as follows: 


3 Fe a PO 203 en 3,229 
District 2, Ellicott City. ........:........:.: 3,778 
District 3, West Friendship................ 1,974 
OR ee EASON ooo. on. 5 cao fancccsecoencic 2,410 
Bistevey-5.) OClarkevitle..=- 52 ss 2,304 
Bristriet G, Guilford: =o 50.0.6... 3,480 


For 1940, the residents of the County were classified 
as 61.3% rural nonfarm and 38.7% rural farm. 


Transportation 


Highways cross the County in all directions, with 
several leading into Baltimore City. The Baltimore 
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and Ohio Railroad has a line going into Ellicott City, 
the County Seat. Busses and trolleys furnish trans- 
portation between Ellicott City and Baltimore City. 


Industry and commerce 


There are no large industries in Howard County. 
Many residents travel to Baltimore City for employ- 
ment. 


The per capita income of this County was $455.08 in 
1940, making it the sixteenth county in the State in this 
respect. In 1945, with a per capita income of $861.70, 
the County was thirteenth in the State. 


Physicians 

There are 12 physicians practicing in Howard 
County. Nine of these physicians have hospital 
affiliations. Their average age is 45 years, the young- 
est being 31 years of age and the oldest 70 years. 


They are distributed throughout the County as 
follows: 


PPG sc, kes. ec ieee ye SAVACO RA rane a 
Bi eote AGE eS 08s ales 8 


On the basis of the County’s population in 1943, 
there was one physician for every 1,540 residents. 


GENERAL HOSPITAL FACILITIES 


There are no general hospitals in Howard County 
and no municipalities which might support one. The 
majority of the residents travel to Baltimore City for 
hospital service. Some residents use the institutions in 
Mongtomery County. 


Conclusions 


No hospital is reeommended for this County. Its 
population was taken into consideration in establishing 
the needed beds for Baltimore City. It was made, 
therefore, a part of the Baltimore Base Area. 


CALVERT COUNTY 
RURAL AREA NUMBER 2 


Population Change from previous period Change over 1920 
1943: 10,549 65 increase 8.3% increase 
1940: 10,484 956 increase 7.6% increase 
1930: 9,528 216 decrease 2.2% decrease 
1920: 9,744 
Nonwhite population Per cent nonwhite Per capita income 
1945: 4,916 46.6 1945: $743.39 
1940: 4,880 46.5 1940: $367.61 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
0.0% 34.2% 65.8% 


Land area: 219 square miles 
Population per square mile, 1948: 48.2 
County seat: Prince Frederick Population 1940: 200 


Births in hospitals as per cent of total births, 1945 


Total White Nonwhite 

58.3 76.9 39:7 
General hospital facilities 

Institution Location Beds 


Calvert County Hospital Prince Frederick 26 
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Geographic considerations 


Calvert County is a peninsula which extends south 
from its common boundary with Anne Arundel County. 
It has the Patuxent River for its western boundary 
and the Chesapeake Bay for its eastern boundary. 


It is generally level and contains 219 square miles, 
being the smallest county in the State. 


Population 


The population of this County was 10,549 in 1943. 
During the 23-year period from 1920 to 1943, the 
increase amounted to 805 people, or 8.38%. Distri- 
bution of the County’s population is fairly even. With 
a density of 48.2 persons per square mile in 1943, 
the County ranked seventeenth in this respect. 


In 1940 the population distribution according to 
election districts, was as follows: 


District 1, Solomons Island................ atysylks: 
District 2, Prince Frederick................ 3,092 
District.3, sunderlandices ances 3,879 


For the same year the residents were classified as 
34.2% rural nonfarm and 65.8% rural farm. 


Nonwhite persons, numbering 4,916, made up 46.6% 
of the population in 1945. 


Transportation 


A highway extends the length of the County from 
north to south and has branches extending to numerous 
points on the eastern and western shores. Small ferries 
connect Calvert County with St. Mary’s County in 
the extreme south and with Charles County at ap- 
proximately the middle of Calvert County. 


Prince Frederick, the County Seat, is the location 
of the Calvert County Hospital. It lies 85 miles south 
of Annapolis, 39 miles southeast of Washington, and 
60 miles south of Baltimore. Highways connect these 
communities. 


Industry and commerce 


There are no large industries in this County. The 
only manufacturing plant listed by the Baltimore 
Association of Commerce is a shipbuilding firm at 
Solomons in the southern extremity of the County. 
Most residents are engaged in fishing and farming. 


The per capita income for the County was $367.61 
in 1940, the County being nineteenth in the State in 
this respect. In 1945, with a per capita income of 
$743.39, the County ranked twenty-first in the State. 


Physicians 
There are five physicians practicing in Calvert 
County. They are distributed as follows: 


Huntingtons, 3) .0.445.4 i 


Prince Frederick........ Ze 
1 Owings? eres a 1 


Solomons ee 


All of these men are general practitioners. Their 


average age is 47 years. 


On the basis of the County’s 1948 population, there 
was one physician to every 2,110 residents. 


HOSPITAL SURVEY AND PLAN FOR MARYLAND—PART III 


GENERAL HOSPITAL FACILITIES 
CALVERT COUNTY HOSPITAL 


The Calvert County Hospital, located in Prince 
Frederick, is owned by a nonprofit corporation. The 
Board of Directors, with a membership of 13, serves 
for three-year terms. The Board is self-perpetuating. 


A Ladies’ Auxiliary, with a membership of 35, 
furnishes linens and helps with other expenses of the 
hospital. 


Area served: Of the patients treated, 91% are residents 
of Calvert County. A few residents of Anne Arundel, 
Charles, and Prince George’s counties have been 
patients. 


Building: The building is a frame structure. The 
interior and exterior construction is inflammable. 


Bed capacity: The capacity is 26 beds, of which 11, or 
42.3%, are reserved for nonwhite patients. 


Utilization: The rate of occupancy of this hospital is 
44.8% and the average length of stay per patient is 6.1 
days. During the year for which the report was made, 
the patients fell into the following categories: 


Number of patients Per cent 
196 23.4 


Medical 

Surgical 197, 25.6 
Obstetric 188 242 
Pediatric 126 18.2 
Other 4 0.6 
Totals 691 100.0 


Medical staff: The Medical Staff is not organized. 
Privileges are granted by the Board of Directors to 
licensed physicians upon application. Four physicians 
make up the total staff. On occasions, physicians from 
Baltimore City are called in for surgery or consultation. 


Personnel: The personnel consists of 12 full-time and 
two part-time employees, making a ratio of 0.5 em- 
ployee per bed. Five of the employees are furnished 
living quarters within the hospital. 


Educational program: There is no educational program 
in effect at this hospital. 


Building plans: The Board of Directors recognizes the 
fact that this building is not suitable as a hospital and 
presents a hazard. The Board feels that it cannot raise 
sufficient funds to build a new hospital, but is making 
an effort to raise funds locally and to obtain an appro- 
priation from the State to modernize the present 
building. 


Conclusions 


Calvert County, with a population of 10,549, quali- 
fies as a rural area. On the basis of the standard for 
rural areas, this County is allotted 26 beds. On ac- 
count of the hazard presented and the very unsatis- 
factory physical condition of the existing hospital, it 
was considered unacceptable, thus qualifying the area 
for the allocation of its full quota of 26 new beds. 


While it is considered inefficient to construct hospi- 
tals with a capacity of less than 50 beds, in view of the 
low occupancy rate reported, there is no justification 
for the installation of more than 26 beds in this area. 


GENERAL HOSPITALS 


Recommendations 


It is recommended that this area be classified as a 
rural area. 


It is further recommended that the present hospital 
be replaced with a new structure of the same bed 
capacity. In order to justify the expenditure of funds 
necessary for such program and in order to make as 
efficient use of the personnel as possible, it is further 
recommended that provision be made in this new 
structure for the housing of the County Health De- 
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partment. A cooperative arrangement should be set 
up for the use of the facilities and personnel by both 
the County Health Department and the hospital, 
similar to the arrangement which has been in force for 
some time at the Physicians Memorial Hospital in La 
Plata, Charles County. 


Because of the hazard presented by the unsatisfactory 
structure in which the hospital is now housed, it is 
urged that this replacement be made as soon as pos- 
sible. 


CECIL COUNTY 
INTERMEDIATE AREA NUMBER 5 


Population Change from previous period Change over 1920 

19438: 32,055 5,648 increase 35.8% increase 

1940: 26,407 580 increase 11.8% increase 

1930: 25,827 2,215 increase 9.4% increase 

1920: 23,612 

Nonwhite population Per cent nonwhite Per capita income 

1945: 2,885 9.0 1945: $804.02 

1940: 2,356 8.9 1940: $479.38 

Classification of residents, 1940 

Urban Rural nonfarm Rural farm 

13.8% 0 31.5% 

Land area: 352 square miles 

Population per square mile, 1943: 91.1 

County seat: Elkton Population 1940: 3,518 
1930: 3,331 


Births in hospitals as per cent of total births, 1945 


Total White Nonwhite 

78.1 78.8 68.0 
General hospital facilities 

Institution Location Beds 

Union Hospital Elkton 72 


Geographic considerations 


Cecil County is located in the northeast corner of the 
State. It is bounded by Delaware on the east, Pennsyl- 
vania on the north, the Susquehanna River and Chesa- 
peake Bay on the west, and Kent County on the south. 
On the opposite side of the Susquehanna River is 
Harford County. 


It has 352 square miles of land area, making it the 
seventeenth county in the State in size. 


The Elk River, which appears as an extension of the 
Chesapeake Bay, almost divides Cecil County into 
two parts. The area between the Elk River and the 
Maryland-Delaware state line is typical of the Eastern 
Shore, being rather level. The remainder of the County 
north and west of Elkton is hilly. 


Population 
The population of the County increased at a moder- 
ate rate until 1940. Between 1940 and 1948, the in- 


crease exceeded that of the previous 20 years, due 
largely to war industries located at Elkton. The density 
was 91.1 persons per square mile in 1943, making it the 
eighth county in the State in this respect. 


The largest community is Elkton, which had a 
population of 3,518 in 1940. 


There is a population concentration in the extreme 
west-central area on the opposite side of the Susque- 
hanna River from Havre de Grace. The area south 
i ae and east of the Elk River is sparsely popu- 
ated. 


Nonwhite persons, numbering 2,885, made up 9% 
of the population of the County in 1945. 


With the exception of a few residents in the southern 
extremity of the County, all residents live within a 
radius of 121% miles of a hospital. The residents of 
the western portion are within the service area of the 
hospital at Havre de Grace. 
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The population distribution in 1940, according to 
election districts was as follows: 


Thstriet 15 Coenhon so ees 2,182 
District 2, Chesapeake City................ 2,301 
District.3.) Wlkton! ee ea 5,890 
Distiich aes airs che gine ee 1,759 
District.bs Northeast..4;30has eres 8,693 
District6;sRisine Sune. co. ce hone 2,562 
District::f, «ports Deposit. 2... se 6,058 
District 8, Oakwood 

(Mount Pleasant) ........ 889 
District 9, Calvert (Brick 

Meeting House)............ 1,073 


In the same year the residents of Cecil County 
were classified as 13.8% urban, 55.2% rural nonfarm, 
and 31.5% rural farm. 


Transportation 

The main lines of the Baltimore and Ohio Railroad 
and the Pennsylvania Railroad between Baltimore and 
Philadelphia cross Cecil County. Main highways 
between these cities also cross the County. 


Several highways intersect at Elkton, making it 
readily accessible from all parts of the County by bus 
or rail transportation or other conveyances. 


Industry and commerce 

Elkton is the trading center for the central and south- 
ern portions of the County. The residents of the 
western portion use Havre de Grace as their trading 
center. Highway and rail transportation make Newark 
and Wilmington, Delaware, convenient of access, with 
the result that some Cecil County residents travel to 
these communities to shop. 


The per capita income for the residents in 1940 was 
$479.38, making it the thirteenth county in this respect. 
In 1945, with a per capita income of $804.02, the 
County dropped to eighteenth place in the State. 


During the war, a large industry for the production of 
explosives was located at Elkton. This establishment 
has since been closed. 


There are two paper manufacturing plants, an iron 
works company, and a fabricated steel plant located in 
the County. 


Physicians 

Eighteen physicians practice in the area. ‘This 
establishes a ratio of one physician to every 1,781 per- 
sons. They are distributed as follows: 


Wilton sesh aes 8 Perrywallesecncc ese 2 
Chesapeake City........ 2 Port Depositen2 5 sk 2 
North Masti: i3:5; 46050. 3 Rising Sane) Sc Bas 1 
These physicians practice in the following fields: 
Medicines i568 ii ODSbAUTICS ise 2 
DSULPORV see ci is cis) oss 4 DOP BT igi ivan weiehiatiee 1 


GENERAL HOSPITAL FACILITIES 
UNION HOSPITAL 


The Union Hospital, located in Elkton, was estab- 
lished in 1921. It is owned by the community and is 
under the direction of a Board of Directors. The 
Board consists of 11 members, who elect new members 
to fill vacancies as they occur. This hospital holds pro- 
visional approval by the American College of Surgeons. 


HOSPITAL SURVEY AND PLAN FOR MARYLAND—PART III 


A Ladies’ Auxiliary, with a membership of 1,004, sup- 
plies linens and purchases equipment. 


Area served: Ninety-five per cent of the patients treated 
are residents of Elkton and the immediately surround- 
ing area. 


Buildings: In 1944 the hospital vacated its old location 

in a frame structure and was established in a new 

modern building. At the time of this change, the first 

floor of the old building was turned over to the com- 

munity for the use of the State health clinics. The re- 

epee of the old hospital is used as a nurses’ resi- 
ence. 


Bed capacity: The capacity is 72 beds and 25 bassinets. 
Ten beds and nine bassinets are reserved for nonwhite 
patients. 


Utilization: The rate of occupancy for the year was 
62.8%. The average length of stay per patient was 
11.3 days. During the year for which the report was 
made, the patients fell into the following categories 
according to diagnosis: 


Number of patients Per cent 


Medical 292 20:2 
Surgical 623 42.9 
Obstetric 368 25.4 
Pediatric 166 71-5 
Totals 1,449 100.0 


Medical staff: The Medical Staff is organized, having 
elected officers. The Executive Committee of the Staff 
functions as liaison between the Administration and the 
Staff. Appointment to membership is made by the 
Board upon recommendation of the Medical Staff. 
Privilege to do major surgery or work in the specialties is 
granted on the basis of recognized ability and certifica- 
tion by the Specialty Board or Fellowship in the 
American College of Surgeons. 


Personnel: 'The personnel of the hospital consists of 
41 full-time employees and five part-time employees, 
which establishes a ratio of 0.6 employee per bed. 


Educational activities: There is no educational program 
in operation at this hospital. 


Conclusions 


Cecil County, with a population in excess of 25,000, 
qualifies as an intermediate area. At the rate of 4.0 
beds per 1,000 population, the County should have 128 
beds. The present rate of occupancy of 62.4% at the 
Union Hospital, which is centrally located, is as high 
as can reasonably be expected in a hospital of 72 beds. 


The hospital at Havre de Grace reported having had 
residents of Cecil County as patients equivalent to 
31.9% of the total number of patients treated in the 
Elkton Hospital. 


Recommendations 


It is recommended that Cecil County be classified 
as an intermediate area. 


To bring the normal bed capacity of Cecil County up 
to area standards, it is recommended that 56 beds be 
added to the Union Hospital at such time as the utiliza- 
tion indicates the need and funds are available, 


GENERAL HOSPITALS 
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CHARLES COUNTY 
RURAL AREA NUMBER 3 


Population 

1943: 19,784 
1940: 17,612 
1930: 16,166 


1920: 17,705 


Nonwhite population 


Change from previous period 


2,172 increase 
1,446 increase 
1,539 decrease 


Per cent nonwhite 


Change over 1920 


11.7% increase 
0.5% decrease 
8.7% decrease 


Per capita income 


1945: 8,111 1945: 41.0 1945 $579.36 

1940: 7,228 1940: 41.0 1940: $319.90 
Classification of residents, 1940 

Urban Rural nonfarm Rural farm 

0.0% 45.0% 55.0% 


Land area: 458 square miles 


Population per square mile, 1943: 43.2 


County seat: La Plata 


Population 1940: 488 


1930: 332 
Births in hospitals as per cent of total births, 1945 
Total Whit Nonwhite 
52.1 86.2 17S 
General hospital facilities 
Institution Location Beds 
Physicians Memorial Hospital La Plata 33 


Geographic considerations 


Charles County is bounded on the west and south 
by the Potomac River, across which lies Virginia. Its 
eastern boundary is made up of the Wicomico River and 
by a line which is the common boundary with St. 
Mary’s County. A small area extends to the Patuxent 
River on the east. It has a common boundary with 
Prince George’s County on the north. With a land area 
of 458 square miles, Charles County was ninth among 
the counties of the State. 


Population 


The population of Charles County, as of 19438, was 
19,784. La Plata, the County Seat, was credited with 
having a population of 488 in 1940. Indian Head to 
the west had a population of 1,104 in the same year. 
The balance of the population is evenly distributed 
across the County. On the basis of the County’s 
population in 1943, there were 43.2 persons per square 
mile. In this respect Charles County ranked nine- 
teenth in the State. 


In 1945, the nonwhite population, numbering 8,111, 
comprised 41.0% of the County’s total. 


The population of Charles County according to elec- 
tion districts, as of 1940, was as follows: 


District s EFL Wl db cee ey 1,957 


1, 
Peete 2, RAM LOD os i sees 800 
Psteict «3, Cross: ROadS 6022-06 vs 13251 
District 4, Allens Fresh.......0000.0000000... 1,708 
Disaiet. 5, Harris Lot. ..2..0.25.. 05... 897 
District 6, White Plains.................... 2,2°5 
Wistrict. “1. Pemonkey... 2... he 3,142 
District. 8, Bryantown:. 2.....0.0.005.. 1,948 
1 Bais ra (cl revene Beal 2659 9b b.d210 | eee a Sea ee 1,142 
series 405: Marbury... ::....2..c1..60: 1,552 


In the same year the residents were classified as 
45.0% rural nonfarm and 55.0% rural farm. 


The population decreased between 1920 and 1930. 
From 1930 to 1940, however, the population increased, 
and an even greater increase occurred between 1940 
and 1948. The total population increase from 1920 to 
1948 was 2,079, or 11.2% over the 1920 level. 


Transportation 


All parts of the County are served by a network of 
secondary roads which join the primary highways, 
Routes 301 and 5, which cross the County from north 
to south. Access to La Plata, where Physicians Memor- 
ial Hospital is located, is convenient from all parts of 
the County. 


A branch of the Pennsylvania Railroad crosses the 
County from south to north and continues into Balti- 
more. 


Industry and commerce 


No manufacturers are listed in Charles County by 
the Baltimore Association of Commerce. The majority 
of the residents are engaged in agricultural pursuits. 


The per capita income in 1940 was $319.90, making 
Charles County the twentieth county in the State in 
this respect. In 1945, it was $579.36, dropping the 
County to twenty-second place in the State. 


Physicians 


Eleven physicians are residing and practicing in 
Charles County. Three other physicians from sur- 
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rounding areas have patients in the County. They are 
distributed as follows: 


Wash lata es se 3 Indian Head s4 so. 7:0: 1 
Hughesville ................ 3 WY OMIOEE: ets sss 1 
Marbutyie:-.\ ane 1 Bel Adtonn crea a 1 
Wayside #33 es 1 


Four of these physicians are surgeons and ten are 
general practitioners. 


On the basis of its 1943 population, Charles County 
had a ratio of one resident physician to every 1,413 
persons. 


GENERAL HOSPITAL FACILITIES 
PHYSICIANS MEMORIAL HOSPITAL 


The Physicians Memorial Hospital, located in La 
Plata, was opened in 1938. It is owned by a nonprofit 
association. Its Board of Directors consists of 12 mem- 
bers who serve for terms of one year. Vacancies are 
filled by election by the Board, except in the case of 
one member who is appointed by the County Com- 
missioners. 


A Ladies’ Auxiliary engages in fund-raising efforts 
to purchase equipment for the hospital. 


Area served: Residents of Charles County make up 
91% of the patients treated at this hospital. Some 
patients are admitted from St. Mary’s and Prince 
George’s counties. 


Buildings: The buildings are brick structures, but the — 


interior is constructed of inflammable materials. 


Bed capacity: The normal capacity is 33 beds, two of 
which are temporarily out of service to make room for a 
business office. Eight of these beds are reserved for 
nonwhite patients. 


Utilization: The rate of occupancy is 39.0% based on the 
number of beds in use, but 36.7% based on the normal 
capacity. The average length of stay per patient is 
5.3 days. 


During the year for which the report was made, the 
patients fell into the following categories: 


HOSPITAL SURVEY AND PLAN FOR MARYLAND—PART III 


Number of patients Per cent 


Medical 470 56.9 
Surgical 95 11.5 
Obstetric 216 20 72 
Pediatric 26 hae 
Other 19 2.5 
Totals 826 100.0 


Medical staff: The Medical Staff is not organized. All 
members of the Charles County Medical Society are 
privileged to treat patients in the hospital. In addi- 
tion, four physicians from the District of Columbia 
treat patients in this hospital. 


Privilege to do major surgery is granted to applicants 
who have had one year of approved residency in surgery 
and who have performed under supervision or assisted 
with one hundred major operations during the previous 
two years. 


Personnel: The personnel of this hospital is made up 
of ten full-time and five part-time employees. Con- 
sidering the part-time employees as being on a one-half- 
time basis, this establishes a ratio of 0.4 employee per 
bed. Five employees are given quarters at the hospital. 


Educational actwities: There is no educational program 
in effect. 

Building plans: No building plans are under considera- 
tion at present. 


Conclusions 

Charles County, with a population of less than 
25,000, qualifies as a rural area. The population is 
practically constant. On the basis of the standard for 
rural areas, this area would be entitled to 49 beds. The 
normal capacity at the Physicians Memorial Hospital 
ol eas is 33 beds, indicating an unmet need of 16 

eds. 


Since the present occupancy rate is only 39.0% and 
the average length of stay per patient is 5.8 days, the 
present existing beds are not being overtaxed. 


Recommendations 

It is recommended that Charles County be classified 
as a rural area and that 16 additional beds be allocated 
to this area to bring it up to the standard for rural 
areas. 

On account of the low utilization being made of the 
existing facilities, this allotment is not considered 
urgent. 


; 
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DORCHESTER COUNTY 


INTERMEDIATE AREA NUMBER 7 


Population Change from previous period Change over 1920 

1943: 24,264 3,742 decrease 13.0% decrease 
. 1940: 28,006 1,193 increase 0.4% increase 

1930: 26,813 1,082 decrease 3.9% decrease 

1920: 27,895 

Nonwhite population Per cent nonwhite Per capita income 

1945: 7,012 1945: $1,063.84 

1940: 8,089 1940: $ 452.88 

Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
3621 °% 34.1% 29.9% 


Land area: 580 square miles 
Population per square mile, 1943: 


County seat: Cambridge 


Population 1940: 10,102 


1930: 8,544 
Births in hospitals as per cent of total births, 1945 
Total White Nonwhite 
66.7 85.4 
General hospital facilities 
Institution Location Beds 
Cambridge-Maryland Hospital Cambridge 65 


Geographic considerations 


Dorchester County is the largest of the nine counties 
making up the Eastern Shore. It lies south of Talbot 
and Caroline counties. It is separated from Talbot 
County by the Choptank River. It lies northwest of 
Somerset County and Wicomico County and is sepa- 
rated from them by the Nanticoke River. It is bounded 
by the Chesapeake Bay on the west and southwest. 
The eastern boundary is common with the State of 
Delaware. 


The 580 square miles of surface is generally flat 
and is cut by many rivers which empty into the Chesa- 
peake Bay. 


Population 


The population of this County is concentrated in 
the northern third of the area with 36.1% of the entire 
County population being residents of Cambridge, the 
shopping center and County Seat. The southern por- 
tion of the County is very thinly populated, with large 
areas having no residents. 


The population was almost constant during the two 
decades between 1920 and 1940. The decrease in 
population between 1940 and 1943 is attributable to 
the fact that no war industries were located in the area. 
It is assumed that this loss is only transitory. 


During the period 1930-1940 the population of Cam- 
bridge increased from 8,544 to 10,102. 


The population density, as of 1948, was 41.8 persons 
per square mile, making it the twentieth county in 
the State in this respect. 


Nonwhite persons, numbering 7,012, made up 28.9% 
of the population in 1945. 


The population is concentrated largely within a 
radius of 1214 miles of Cambridge, there being only 
5,550 residents living outside such radius. Most of 
these are in the eastern section of the County. The 
largest incorporated community in the County outside 
of Cambridge is Hurlock, which had a population of 
800 in 1940. 


The election districts of Dorchester County, as of 
1940, had the following populations: 


District; Mork: Aes set boa 1,565 
District 2, East New Market............ 1,891 
District: 2 o:) WMIennAa neue sees ee 1,281 
District; 4, Taylors Island....:::......:... 599 
District: “bes Wakes: 2 e4. pce ae, ert oes 975 
District ..6, Hooper Island... 223.8: 1,033 
District <1, Cambridge. oi s.cncasbs 11,945 
Stet 6, SINGCKA ee ets ee 881 
District 9, Church Creeék.........25...... 988 
District: tO. Stravts sss ean 1,089 
District: fh; Drawondge: Sets 5 ek... 294 
District 12, Williamsburg.................... 646 
District 18, Bucktown.......... ig Sal een PA 
District 14, Linkwood...............00.....0... 880 
DIStrich bo, MaMrlOei e= ct heeee os 2,091 
Distriet 26; Madison se .i05. aii siiicc acces 408 
SPISEPICU tel po AIOE omen ees seen fh 507 
ADISTEICE T Sec elute ee inte eer 230 
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In the same year the population was classified as 
36.1% urban, 34.1% rural nonfarm, and 29.9% rural 
farm. 


Transportation 


Highways extend from Cambridge to the populated 
areas of the County. A principal highway between the 
Chesapeake ferries, Easton, Salisbury, and the south 
passes through Cambridge. The bridge across the Chop- 
tank River at Cambridge brought Cambridge within 
fifteen miles of Easton; whereas, formerly, it was neces- 
sary to travel a circuitous route in order to go from one 
of these communities to the other. 


The Pennsylvania Railroad maintains service into 
Cambridge and through the eastern part of the County 
to Salisbury in the south. 


Industry and commerce 


The principal employers in the County are the can- 
ning factories at Cambridge and Hurlock. Several 
manufacturers of men’s shirts are located in Cam- 
bridge. The remainder of the population are engaged in 
retail trade and service industries, including employ- 
ment in the County offices. The residents of the 
County outside of Cambridge are principally engaged in 
farming and fishing. 


The per capita income in 1940 was $452.93 , placing 
Dorchester County seventeenth in the State in this 
respect. In 1945, it rose to ninth place in the State, 
with a per capita income of $1,063.84. 


Physicians 


There are 21 physicians practicing in the area. They 
are distributed as follows: 


COINDTIO@O. Gr Sa 16 
East New Market .............. a 
Pur lOG eee ee 1s 
Micnnata nce et as 1 
Fishing Creek...................... 1 


Their average age is 50 years. According to the 
County’s 1943 population, there was one physician to 
every 1,155 residents. 


GENERAL HOSPITAL FACILITIES 
CAMBRIDGE-MARYLAND HOSPITAL 


The Cambridge-Maryland Hospital, located in Cam- 
bridge, was founded in 1899 by a nonprofit association. 
It is controlled by a Board of Directors with a member- 
ship of 12, with an indeterminate term of office. 


A Women’s Auxiliary, with a membership of 50, 
engages in activities for the support of the hospital. 


This hospital has full approval of the American Col- 
lege of Surgeons. Its nursing school is State-approved. 


Area served: A rough estimate of the place of residence 
of patients served showed 96.4% as residents of 
Dorchester County. 


Bed capacity: The normal capacity of this hospital is 65 
beds. However, 75 beds were in use at the time of the 
survey. Eleven bassinets are the normal capacity; how- 
ever, 15 were in use at the time of the survey. Of these 
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facilities, 18 beds and four bassinets are reserved for 
nonwhite patients. 


Utilization: An analysis of patients by diagnosis showed 
the following classifications: 


Number of patients Per cent 


Medical 551 rt ea 
Surgical 517 31.9 
Obstetric 283 19D 
Other 267 16.5 
Totals 1,618 100.0 


The rate of occupancy, based on the bed complement, 
was 51.5%. Based on the normal bed capacity, it was 
59.5%. The average length of stay per patient was 8.6 
days. 


In 1945, 66.7% of all births in the County occurred in 
hospitals. Of these, 83.9% of the births to white 
mothers occurred in hospitals and 35.4% of births to 
nonwhite mothers occurred in hospitals. 


Medical staff: The Medical Staff is organized, having 
elected officers. Staff committees function under the 
titles of Credentials Committee, Medical Records 
Committee, and Membership Committee. Member- 
ship is granted by the Board of Directors on rec- 
ommendation of the Staff, following approval of the 
Credentials Committee. 


The Active Staff is comprised of 28 members. The 
Consulting Staff has nine members, and the Visiting 
Staff two members. 


Privilege to do major surgery is granted on the basis 
of resident training and demonstrated ability, or Fel- 
lowship in the American College of Surgeons, or certi- 
fication by a Specialty Board. In the specialities, 
privilege to do major work is granted on the basis of 
special training and demonstrated ability. 


Personnel: The personnel consists of 46 full-time and 
five part-time employees. This establishes a ratio of 
0.8 employee per bed, based on normal bed capacity. 
There are also six volunteer workers. 


Educational activities: A nursing school is conducted. 
At the time of the survey, there were 14 students in 
training. Affiliations are maintained for training in 
pediatrics at the Children’s Hospital in Washington, 
D. C., and for medicine and dietetics in the Baltimore 
City Hospitals. 


Building plans: This hospital has under consideration 
plans for an addition which will include in the neigh- 
borhood of 30 new beds, along with a boiler house, 
elevator, and new dietary department. 


Conclusions 


Cambridge, being the political, commercial, and in- 
dustrial center of the County, is the logical point at 
which to have the medical center for the area. 


The Cambridge-Maryland Hospital, located in Cam- 
bridge, and operating at an occupancy rate of 51.5%, 
ordinarily would not be considered overtaxed. This™ 
hospital is not in urgent need of additional beds. How- 
ever, the planned elevator and dietary department 
renovation and equipment are considered necessary. 
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This hospital recently has gone through a reorganiza- 
tion which, it is expected, will create a greater com- 
munity interest in the hospital and result in greater 
utilization. Under a long-range program, this com- 
munity will have need for 112 beds. This conclusion 
is based on the increase of population expected to result 
from postwar adjustment! and increased utilization of 


1As of July 1, 1946, the estimated population of Dorchester 


County was 28,791, according to the Maryland State Depart- 
ment of Health, Bureau of Vital Statistics. 


FREDERICK 
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the hospital under its new administration. 


Recommendations 


Because its population for the period 1920-1940 
exceeded 25,000 people, and as of 1943 was only 
slightly under 25,000, it is recommended that Dorches- 
ter County be classified as an intermediate area. It is 
recommended that 47 additional beds be allocated to 
this area: that is, 32 to bring the area up to its standard 
of 97 beds, plus 15 from pool beds. 


COUNTY 


INTERMEDIATE AREA NUMBER 3 


Population Change from previous period Change over 1920 
1948: 51,774 5,538 decrease 1.5% decrease 
1940: 57,312 2,872 increase 9.1% increase 
1930: 54,440 1,899 increase 3.6% increase 
1920: 52,541 
Nonwhite population Per cent nonwhite Per capita income 
1945: 4,245 8.2 1945: $1,177.27 
1940: 4,705 8.2 1940: $ 582.62 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
34.3% 0 0 
Land area: 664 square miles 
Population per square mile, 1948: 78.0 
County seat: Frederick Population 1940: 15,802 
1930: 14,434 
Births in hospitals as per cent of total births, 1945 
Total White Nonwhite 
69.9 68.8 80.4 
General hospital facilities 
Institution : Location Beds 
Frederick City Hospital Frederick 111 
Frederick County Emergency Hospital Frederick 55 


Geographic considerations 


Frederick County is bounded on the north by 
Pennsylvania, on the west by Washington County, on 
the south by the Potomac River which separates it 
from the State of Virginia and Montgomery County, 
and on the east by Howard and Carroll counties. The 
western boundary, common to Frederick and Wash- 
ington counties, is located on the ridge of a mountain. 
The line between Carroll and Frederick counties is a 
surveyed line in hilly country. The boundary between 
Carroll and Frederick counties runs along the Mono- 
cacy River. 

The area of the County is 664 square miles, making it 
the second county in the State in size. Mountains run 
north and south covering most of the western third of 
the County. A rolling terrain characterizes the eastern 
third. 


Population 
The population of the County, as of 1943, was 51,774. 


This is 5,538 less than was reported in 1940 and 767 
less than reported in 1920. The population density in 
1943 was 78.0 persons per square mile, making Fred- 
erick County the eleventh in the State in this respect. 


The mountainous area in the northwest corner of the 
County is not populated, but otherwise the County is 
developed for residences and farming. 


Frederick City is the principal community of the 
County. It had a population of 15,802 in 1940. It is 
the County Seat and is located to the south of the cen- 
ter. Brunswick, the second largest community of the 
County, is located in the southwest corner. Its popula- 
tion in 1940 was 3,856. 


The nonwhite population, numbering 4,245 in 1945, 
constituted 8.2% of the County’s residents. 


The population of Frederick County according to 
election districts, as of 1940, was as follows: 


50 
District 1, Buckeystown.................... 2,439 
District 27-t reGeniCk. secs ce 17,637 
District-38,. Middiletown:,..c..cucssnes 2,051 
District 4, Creagerstown.................... 909 
Distriet;:<2b, Hammitsbure? iia s 8,348 
District. 36; (Gatoehitis: sce co eee 1,054 
| BIS vg Per ree ia ET <a en eer eles ta ire 1,879 
District: 38; ibertyy . ts, hee ee ees 1p fh 
District 9, New Market...........000... 2,653 
District: 10; “hativersil eo nee 1,491 
District <WoodsnOro..#= ae) is 1,862 
District 12, -hetersville sic. ae 1,375 
District 18, Mount Pleasant.............. 884 


District 14, Jefferson......./......... 
District 15, Thurmont 
District lo,-dacksons aise 
Distnictel i: Jonunsvitles ts oe ee 
District 18, Woodville 


District: 19.2 imganorescs actin tserccs 822 
District-20; she wisto Wis sicccs es cscevsesos 1,265 
District: 2is -Euscaronaaccni os 1,026 
District. 22. -burkittsville (2.3) 996 
District-23;.pallenger.s5.ccss-0 636 
TDIStRiCh. 24. WBTaAGdOCi ae. 2. es 863 
District: 25; Brunswitk:... ate 3,856 
District 26, Walkersville. ............0.00.... 1,368 


In 1940, the population was classifed as 34.3% 
urban, 32.2% rural nonfarm, and 33.5% rural farm. 


Transportation 


Frederick has railroad service by the Baltimore and 
Ohio Railroad, Pennsylvania Railroad, and Western 
Maryland Railroad. 


Local and long-distance bus service runs through 
Frederick City and to most parts of the County. High- 
ways radiate from Frederick City to all parts of the 
County, the City being readily accessible to all resi- 
dents of the County. 


Industry and commerce 


A large per cent of the residents of the County are 
engaged in farming. Other residents are employed at 
the canneries, manufacturing plants, and clothing 
factories. 


The per capita income for Frederick County in 1940 
was $582.62, making it the sixth county in the State 
in this respect. In 1945, with a per capita income of 
$1,177.27, it ranked seventh in the State. 


Physicians 
Forty-nine physicians have their homes in Frederick 


County and practice there. Five other physicians from 
surrounding areas have patients in the County. 


The distribution of physicians by residence is as 
follows: 


Frederick City ........ 29 Middletown................ 1 
AAUTMONG ses. eon 3 Brunswick... 4 
WeMmersOn=le ce nes i Johnsville...............0.... 
Emmitsburg =. 2% Z New Market.............. 2 
Walkersville................ 2 LjamsVillesscss. foe 
Libertytown .............. 3 


Forty-one physicians have affiliations with the 
Frederick City Hospital. 


Thirty-eight physicians are general practitioners. 
Eleven others limit their practice to the specialties as 
follows: 
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Public health ............ 1 REPAY 5: sc ee A 
Pediatrics 2) sls 1 Internal medicine.....1 
Eye, ear, nose, and DUTSETY. ee ee 3 

throotes- ee 3 Psychiairye232 3 1 


The average age of the physicians based on the forty- 
seven ages reported was 57 years. Forty-seven per cent 
were 60 years of age or over. Thirty-eight per cent 
were between the ages of 40 and 61 years. Fifteen per 
cent were 40 years of age or under. 


On the basis of 1943 population there was one resi- 
dent physician for every 1,057 residents. 


GENERAL HOSPITAL FACILITIES 
FREDERICK CITY HOSPITAL 


The Frederick City Hospital, located in Frederick, is 
owned and operated by a nonprofit association known 
as the Frederick City Hospital Association. It was 
opened in 1902. It is a general hospital and maintains 
separate departments for pediatrics and obstetrics. 


It has full approval by the American College of 
Surgeons. Its nursing school has State-approval. 


A Board of Managers with a membership of 30 is 
responsible for the hospital. Members are elected for 
life. Vacancies are filled by election by the Board. 


Area served: An analysis of patients by residence, 
based on a study of four months’ experience, shows the 
following: 


Proderik City. =) sein coe 44.2% 
Frederick County (outside of 
Frederick City) 255. fiscclan. 29.8 
Carroll:County et Se ee 135 
Montgomery County.................. 7.8 
OTS RES ee waar oar Lrnchy at 4.7 
100.0% 


Buildings: 'The original buildings have had additions 
built from time to time. Interior construction of the 
older buildings is not fire-resistant. 


Bed capacity: The normal bed capacity of this hospital 
is 111, but because of the excessive demand for service 
additional beds have been put into use. At the date of 
the survey, 125 beds were in service. Twenty-four 
bassinets are in use. Eleven beds are reserved for non- 
white patients. 


Utilization: The rate of occupancy based on the normal 
bed capacity was 74.59%. The average length of stay 
per patient was 9.6 days. 


An analysis of patients by diagnosis showed the 
following: 
Number of patients Per cent 


Medical 825 21.9 
Surgical 1,788 46.2 
Obstetric 855 a ee f 
Pediatric 90 23 
Orthopedic 222 5.9 
Other 30 1.0 
Totals 3,760 100.0 


Medical staff: The Medical Staff is organized and has 
elected officers. Privileges to do surgery and work in 
specialized fields are granted on the basis of rec- 
ommendation by the Staff. 


Personnel: Ninety-one full-time employees and 18 
part-time employees make up the personnel. This 


i 
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establishes a ratioof 0.9 employee per bed, based on 
normal bed capacity. 


There are also 22 volunteer workers. 


Educational activities: A nursing school is conducted. 
Forty-seven students were in training, as of the date of 
the survey. 


Building plans: The Frederick City Hospital has some 
funds accumulated for building purposes. A campaign 
is planned to raise additional funds for adding a wing, 
which will include a delivery room, nursery, and service 
room, and increase the capacity by 25 beds. 


FREDERICK COUNTY EMERGENCY HOSPITAL 


The Frederick County Emergency Hospital at 
Frederick is operated by the County Commissioners. 
It was built in 1934 and is located on the grounds of the 
County Home. 


Area served: As a County-owned institution, admis- 
sions are limited to residents of the County. 


Buildings: The exterior walls are of brick construc- 
tion, but the interior is constructed of inflammable 
materials. 


Bed capacity: The normal capacity is 55 beds, of which 
22 are reserved for nonwhite patients. Ten bassinets 
are in use. 


Utilization: The rate of occupancy is 65.5%. The 
average length of stay per patient is 23.9 days. It is 
understood that the patients are largely indigent. 
The length of stay is unusually long due to the fact 
that this is used as the infirmary for the County Home 
and most of the patients from this source are aged. 
During the year for which the report was made there 
were 550 patients discharged. No records are available 
as to the types of service rendered. 


Medical staff: There is no organized Medical Staff. A 
physician appointed by the County Commissioners 
functions as Medical Director. 


Personnel: Fourteen employees make up the personnel, 
representing a ratio of 0.8 employee per bed. This 
ratio is low because maintenance, heat, and food service 
are supplied by the County Home. 
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Educational activities: No educational program is in 


operation. 


Building plans: No building program is under con- 
sideration at the present time. 


SCHNAUFFER HOSPITAL 


The Schnauffer Hospital, located at Brunswick, in 
the southwestern corner of the County, was serving 
the local community and the surrounding area at the 
time of the survey. Residents of Virginia patronized 
this hospital 


It is owned by Doctor Schnauffer, who has since 
closed it. The owner stated the reason for closing the 
hospital was ill health. 


The building is in the process of being remodeled for 
use as an apartment building. 


Conclusions 


Frederick City, located near the center of the area 
and accessible to all parts of the County, is the trad- 
ing and medical center. That it is the medical center is 
established by the existence of two general hospitals 
and 29 resident physicians there. 


Kighty-seven and eight-tenths per cent of the popula- 
tion of the County live within 121% miles of Frederick. 
Approximately 3,800 residents of the southern ex- 
tremity and 3,200 residents of the northeastern corner 
of the County live outside the 12!4-mile radius. 


There is an apparent need for additional hospital 
beds in the area. These beds should be installed as an 
addition to the Frederick City Hospital. 


On the basis of population and existing facilities, 
Frederick County qualifies as an intermediate area. A 
ratio of 4.0 beds per 1,000 population, the standard for 
intermediate areas, entitles this area to 207 beds, based 
on the County’s population in 1948. Since there are 
already 166 beds in service, 41 beds are needed to 
bring the existing beds to the standard for the area. 


Recommendations 


It is recommended that Frederick County be classi- 
fied as an intermediate area. 


It is further recommended that an addition of 41 
beds be programmed for the Frederick City Hospital. 
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GARRETT COUNTY 
RURAL AREA NUMBER 1 


Population Change from previous period Change over 1920 

1948: 18,5384 3,447 decrease 5.8% decrease 

1940: 21,981 2,073 increase 11.7% increase 

1930: 19,908 230 increase 1.2% increase 

1920: 19,678 

Nonwhite population Per cent nonwhite Per capita income 

1945: 0 0.0 1945: $752.62 

1940: 5 0.0 1940: $311.72 

Classification of residents, 1940 

Urban Rural nonfarm Rural farm 

0.0% A 50.1% 

Land area: 668 square miles 

Population per square mile, 1948: 27.7 

County seat: Oakland Population 1940: 1,587 
1930: 1,583 


Births in hospitals as per cent of total births, 1945 


Total White Nonwhite 
38.9 38 .9 0.0 
Geographic considerations District 4, Bloomington.................... 
2 District..5; Acadent se 
Garrett County is the westernmost county of Mary- District 6, Sang Run... 
land. It is bounded by Pennsylvania on the north, District 7, East Oakland 
by West Virginia on the west and south, and by Alle- District 8, Ryans Glade.................... 
County on the east District 9, Johnsons.............00.0: 
gany y F District 10, Deer Park.” 7... ses 
It is the first county of the State in area, having 668 Ss A Deer a 
square miles. Most of the surface is mountainous; District 13, Kitzmillersville ................2,028 
however, numerous farms have been developed where ae _ Fhe Galland: .cccicou ae 
the land is flat or rolling. ISbPiCt 2D, AVEtGR 25s iccassaccssveeeeae 
8 District 16, Mountain Lake Park...... 1,497 
Population Transportation 


In 1943 the population of Garrett County was 
18,534. From 1940 to 1948, there was a loss in popula- 
tion amounting to 3,447 people, or 15.7%. This can be 
attributed to the fact that there were no war industries 
in the County. During the previous decade, 1930 to 
1940, an increase of 10.4% was recorded. From 1920 
to 1930, the change amounted to 1.2%. The net change 
for the 28-year period was a decrease of 5.8%, or a loss 
of 1,144 people. 


As of 1945, no nonwhite persons were residing in the 
County. 


With its large area and sparse population, Garrett 
County ranks lowest in the State in population density, 
with 27.7 persons per square mile. As of 1940, the 
residents were classified as 49.9% rural nonfarm and 
50.1% rural farm. 


The population according to election districts was 
as follows: 


DUIS CEIO GS ck, SWORD ON is cs acess actus 1,233 
District 2, Friendsville and 

SOILD VSDOLtse cea 1,954 
Districte3;; Grantsvillec 2s. S52 2,407 


Access to the County is possible by two highways: 
one running from Frostburg to Westernport in Alle- 
gany County and into Oakland; and the other running 
directly west from Frostburg to Keyser Ridge, from 
which point Route 219 furnishes access to the area 
between Keyser Ridge and Oakland. Other highways 
lead to Oakland from West Virginia on the south and 
west. 


It was reported that severe winters are experienced 
frequently, making highway travel difficult at that 
time of the year. 


The Baltimore and Ohio Railroad has several trains 
stopping at Oakland daily. Three of these trains pass 
through Cumberland. A Western Maryland Railroad 
line runs through daily with four passenger trains to 
Cumberland and Elkins, West Virginia. Blue Ridge 
busses go into Oakland from Keyser Ridge, and from 
Red House on Route 50. Local busses furnish trans- 
portation from the near-by communities to Oakland. 


Industry and commerce 
The County is divided into two districts, the northern 
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district which lies along Route 40, and the southern 
district which centers around Oakland. Both districts 
look largely to Cumberland for supplying needs which 
cannot be procured locally. 


Recently publicity has been given to a projected 
plan for the establishment of a $10,000,000 recreation 
center near Oakland. 


Oakland is reported to be the only shopping center 
in the entire County. One bank in Oakland reported 
having accounts from every part of the County. 


There are several large mines in the area which, 
along with the railroads, provide employment. Several 
paper mills at Luke, in Allegany County, give some 
employment to residents. Some residents commute 
to Frostburg and Cumberland to work. Others work 
on farms. 


In 1940 the income per capita was $311.72, making 
it the twenty-first county in the State in this respect. 
For 1945 the per capita income in Garrett County 
rose to $752.62, placing it twentieth in the State in this 
respect. For the same year, the per capita income for 
the State was estimated at $1,291.61. 


Physicians 
Seven physicians practice in Garrett County as 
follows: 


=" 


Grantevilie:....53-8 
Kitzmillersville .......... 1 
Only one of these physicians is affiliated with the 
Memorial Hospital in Cumberland. The youngest is 
32 and the oldest is 66, their average age being 45. 


On the basis of the County’s 1948 population, this 
iene a ratio of one physician to every 2,648 resi- 
ents. 
GENERAL HOSPITAL FACILITIES 


In Garrett County three nursing homes were listed, 
but only one was in operation at the time of the survey. 
There are no general hospitals. 


PROPOSED HOSPITAL CONSTRUCTION 


Funds available: Mr. George W. Loar of Oakland, in 
his will, bequeathed $170,000 for the construction of a 
memorial hospital in Oakland. Under the terms of the 
will, the County Commissioners may accept these funds 
and proceed with the erection of a hospital with the 
understanding that the direct management of the 
hospital will be turned over to a Board, consisting of 
the County Commissioners and five other persons des- 
ignated under the will. Because of the limited time 
allowed for the acceptance of this gift, the Commis- 
sioners took formal action accepting the gift and have 
committed the County to the erection of a hospital. 


Site: A site has been made available for the hospital. 
It lies above the level of the center of town but is easy 
of access, having a highway running along one side. 
The land is comprised of about 15 acres. Public service 
facilities are available to the site. The proposed hospital 
appears to be entirely satisfactory from the standpoint 
of facilities and access, and quite adequate in size. 


Considerations: While a hospital is a very desirable 
facility in a community, it must be recognized that the 
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annual cost of maintenance and operation is quite 
high, averaging in the neighborhood of one third to one 
half of the equivalent of the capital invested. The an- 
nual operating cost of a $500,000 hospital would be in 
the neighborhood of $166,000. 


Recognition should be taken of the fact that, if the 
community commits itself to the construction of a 
hospital, the income of the persons who will use the 
hospital must be adequate to support it or the County 
must stand ready to subsidize the free patients. The 
State has in operation its hospital care program, but 
under the present limitations, it does not cover the full 
cost, leaving part to be covered with local funds. 


It is accepted generally that hospitals having less 
than 50 beds cannot be operated efficiently. Neverthe- 
less, many hospitals of less than 50 beds are being 
operated. This factor should be weighed against the 
cost of maintaining empty beds and the inconvenience 
of travel to hospital facilities if the hospital community 
is not large enough to support a 50-bed hospital. 


Public Law 725 (Appendix A) states in part that the 
maximum ratio between general hospital beds and 
population is 4.5 per 1,000 persons. This would vary 
upward in communities where there are outstanding 
physicians and facilities and downward where there 
is a lack of physicians and facilities, especially in areas 
located in close proximity to well-supplied centers. 
According to the standards set forth, Garrett County 
would rate as a rural area. 


With Garrett County and Oakland situated as they 
are with relation to Cumberland, Baltimore, and 
Washington, consideration should be given this fact 
in determining the hospital beds required. On the basis 
of 2.5 general hospital beds per 1,000 population, a 46- 
bed hospital will supply the needs of Garrett County. 
The residents of the northern district along Route 40 
will continue to travel to the existing hospitals in 
Frostburg and Cumberland. This will be offset by 
residents of West Virginia who will come into Oakland 
for hospitalization. 


The establishment of a hospital in the area should at- 
tract doctors and nurses and will give to those practi- 
tioners already in the area the opportunity to practice 
medicine more nearly to the extent of their ability and 
knowledge. 


The basic services which will be maintained in an 
area such as Oakland are general medicine, uncompli- 
cated surgery, and uncomplicated obstetrics. It is not 
expected that there will be a need for enough of the 
other types of service to support highly skilled special- 
ists. Patients needing such services will be referred 
to other areas where the need is great enough to 
attract specialists. 


A relationship must be established and maintained 
between the local hospital staff and the medical groups 
in Cumberland and Baltimore, so that specialists will 
be on call for special occasions. These consultants 
should from time to time visit the area and conduct 
clinics for educational purposes. 


Some thought must be given to making an arrange- 
ment with other small hospitals of comparable status 
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in the area for the sharing of the services of a roentgeno- 
logist and pathologist. 


Conclusions 


Oakland, now without any medical facilities, should 
have a hospital and medical center. The center should 
include facilities for the public health clinics and 
the County Health Department in addition to hospital 
beds and ancillary departments. By a cooperative 
arrangement with the State Health Department, X-ray 
and laboratory equipment and personnel can be made 
available to the County. 


Three new physicians have located in the area, re- 
placing older men who died or moved away, bring- 
ing the total to seven. The influx of young physicians 
gives some assurance that a medical staff can be or- 
ganized. 


Even though a hospital or health center is established 
at Oakland, some people in the northern part of the 
County would continue to travel to Frostburg and 
Cumberland for hospitalization. This factor will be 
offset by requests for care of cases now taken care of 
in homes; applications for service on elective surgery 
which, due to lack of facilities, is not done at the present 
time; and patients coming in from near-by towns in 
West Virginia. 
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If less than 50 beds are provided in the original struc- 
ture, it should be so planned that a later addition can 
te made conveniently to bring the capacity up to 50 

eds. 


The County must be ready to underwrite deficits 
which may be large at first but should become smaller 
as the utilization of the hospital increases. 


With a total absence of hospital facilities in this 
County and with approximately 18,000 of its 21,000 
population in 1940 living more than 121% miles from a 
general hospital, this hospital project should be given 
a high priority. 


There is an immediate need for better quarters for 
the clinics being conducted by the County Health De- 
partment. Therefore, public health facilities definitely 
should be included in the proposed hospital. 


Recommendations 


It is recommended that Garrett County be classified 
as a rural area, and that a hospital with a capacity of 
46 beds be constructed at Oakland. It is further rec- 
ommended that quarters for the County Health De- 
partment be included in this hospital, and that. this 
project be given a high priority. 


KENT AND QUEEN ANNE’S COUNTIES 
RURAL AREA NUMBER 5 


Population Change from previous period Change over 1920 
1948: 25,265 2,676 decrease 18.6% decrease 
1940: 27,941 872 decrease 9.9% decrease 
1930: 28,818 2,214 decrease 7.1% decrease 
1920: 31,027 
Nonwhite population Per cent nonwhite 
1945 1940 1945 1940 
Kent County 3,947 4,061 30c2 30.2 
Queen Anne’s County 3,670 4,347 30.1 30.0 
Combined 7,617 8,408 30.1 30.1 
Per capita income 
1945 1940 
Kent County $1,209.85 $577.27 
Queen Anne’s County 901.34 $372.82 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
Kent County 20.5% 48.3% 31.2% 
Queen Anne’s County 0.0% 50.8% 49.2% 
Combined 9.9% 49.6% 40.6% 
Land area Population per square mile, 1948 
Kent County 284 square miles 46.0 
Queen Anne’s County 373 square miles 32.7 
Combined 657 square miles 38.5 
Population 
County seat 1940 1930 
Kent County: Chestertown 2,760 2,809 
Queen Anne’s County: Centreville 1,141 1,291 
Births in hospitals as per cent of total births, 1945 
Total White Nonwhite 
Kent County ; 63.4 81.9 25.0 
Queen Anne’s County 42.3 59.6 4.9 
Combined 52.6 70.3 14.8 
General hospital facilities 
Institution Location Beds 
Kent and Queen Anne’s General 
Hospital Chestertown 25 
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Geographic considerations 


Kent County lies immediately south of Cecil County 
with the Sassafras River making up about four fifths 
of the common boundary. It is bounded on the west 
by the Chesapeake Bay, on the south by the Chester 
River, which serves as about three tourths of a common 
boundary of Kent and Queen Anne’s counties, and 
on the east by the State of Delaware. The County, with 
a land area of 284 square miles, ranks twentieth in the 
State in this respect. 


Queen Anne’s County, lying south of Kent County, 
has the Chesapeake Bay to the west, Talbot County 
to the south, and Caroline County and the State of 
Delaware to the east. With a land area of 373 square 
miles, it ranks fifteenth among the counties of the State. 


The boundaries between Queen Anne’s and Talbot 
counties and between Queen Anne’s and Caroline 
counties do not appear to have a physiographic basis. 


The surface of Kent and Queen Anne’s counties is 
generally flat. 


Population 


The population of Kent County was 18,071 and of 
Queen Anne’s County 12,194 in 1943, making a total of 
25,265. The distribution of the population of the area 
according to election districts, as of 1940, was as follows: 


Kent County 


Dreeien 1. Measeeve. 2,295 
District 2, Kennedyville...................... 1,854 
District 3, Worton (Betterton).......... 1,671 
District 4, Chestertown .......00...0000000.. 2,920 
mestric, 6, Mdesvillel 3.2.5: cc 2,738 
Bbistmet-G: bP airlee: 226. ee 1,067 
IBMSGERICH (7 ok OIMODNR arose tote cote c seeseccs 920 
Queen Anne’s County 
WISEPICE ky PPERON: fo ondescseris ah vas ccscdess 2,034 
istreh 2. Church-bill i. cn: 1,809 
District 3, Centreville....:..............:.....: 3,287 
Distriets 4. Kent Island. 3 2...c/.<.c- 2,094 
Pystrict-5,- Queenstowit.....0...4.......ac. 2,813 
District 6, Ruthsbure 2. ..c.2...<.0-cec. 1,163 
Porseriet 7, CUBIC oo... cc6. cise tse 1,276 


As of 1948, Kent County had a density of 46 persons 
per square mile and Queen Anne’s County had 32.7 
persons per square mile, the counties ranking eighteenth 
and twentieth, respectively, in the State. The density 
for the entire area, 38.5 persons per square mile, in- 
dicates this area is sparsely populated. There are no 
large communities in either county. Chestertown, the 
County Seat of Kent County, has the largest popula- 
tion concentration in the area. In 1940 its population 
was 2,760. Centreville, the County Seat of Queen 
Anne’s County, had a population of 1,141 in 1940. 


- Nonwhite persons, numbering 7,617, made up 30.1% 
of the total population of the area in 1940. There was 
no change in this percentage between 1940 and 1945. 


Within a radius of 1214 miles around Chestertown, 
the location of the Kent and Queen Anne’s General 
Hospital, all but 2,300 residents of Kent County are 
located. The latter live in the eastern extremity of the 
County. More than one half of the residents of Queen 
Anne’s County live within the 1214-mile radius of the 
hospital. The residents of the southern and eastern 
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portions of the County, totaling 8,150 people, live out- 
side the radius. 


The residents of Kent County were classified in 1940 
as 20.5% urban, 48.3% rural nonfarm, and 31.2% rural 
farm. The residents of Queen Anne’s County were class- 
ified as being 50.8% rural nonfarm and 49.2% rural 
farm. For the two counties combined the classification 
was 9.9% urban, 49.6% rural nonfarm, and 40.6% 
rural farm. 


Transportation 


The entire area is served by highways which make 
access to Chestertown convenient. The Pennsylvania 
Railroad maintains service into both counties. This 
service is supplemented by bus lines. 


Industry and commerce 


Farming is one of the principal sources of income. 
There are no large industries in the entire area. A 
manufacturer of detonators and fuses and three can- 
ning factories offer employment in this area. 


The per capita income of Kent County in 1940 was 
$577.27, making it the eighth county in the State from 
this standpoint. In 1945 the per capita income was 
$1,209.85, raising the County’s rank to sixth in the 
State. Queen Anne’s County in 1940 had a per capita 
income of $372.82, making it the eighteenth county in 
the State. In 1945 the per capita income was $901.34, 
the County climbing to twelfth place in this respect. 


Physicians 


There are 18 physicians practicing in Kent County 
and eight in Queen Anne’s County. They are distri- 
buted follows: 


Kent County Queen Anne’s County 


Chestertown............. DE Centreville... 33. 3 
Silliness 1 Stevensville ................ ye 
Millington ......a4c 3 Charen Hallo 5.33 1 
Rockwhall.2 aie 1 Sudlersville.................. 1 
Bettertonivc 3. os 1 Queenstown...........6..: 1 
Galena si ee ! 


On the basis of *ieir 1943 population, Kent County 
had one physician for every 726 residents and Queen 
Anne’s County, one physician for every 1,524 residents. 
Combining the populations of the two counties there 
was one physician for every 972 persons. 


GENERAL HOSPITAL FACILITIES 
KENT AND QUEEN ANNE’S GENERAL HOSPITAL 


The Kent and Queen Anne’s General Hospital, lo- 
cated in Chestertown, is the only general hospital in 
the area. Centrally located in the area, it was built 
with funds supplied by residents of both counties and 
put into service in 1935. 


A Board of Directors, consisting of 15 members, is in 
charge of the institution. The members of this Board 
serve for a term of one year. The Board is self-perpetu- 
ating. 


The Kent and Queen Anne’s Hospital Auxiliary, an 
organization of several hundred women members, en- 
gages in enterprises to raise money for equipment and 
supplies. 
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Area served: Ninety-seven and nine-tenths of the 
patients served by this hospital are residents of the two 
counties. 


Bed capacity: At the time of the survey, 31 beds were 
in use. The normal bed capacity of the hospital is 25. 
The six extra beds are reserved for nonwhite patients. 
Ten bassinets are in use. 


Utilization: A classification of the discharged patients 
by diagnosis was as follows: 


Number of patients Per cent 


Medical 130 a ARs 
Surgical 693 64.6 
Obstetric 208 19.4 
Orthopedic 16 ish 
Pediatric 26 2.4 
Totals 1,073 100.0 


The occupancy rate, based on the normal bed capac- 
ity, was 69.2%. Based on the bed complement, it was 
55.8%. The average length of stay per patient was 5.9 
days. 


Medical staff: The Medical Staff is organized, having 
elected officers. Appointment to the Staff is made by 
the Board of Directors on recommendation of the Staff. 
Privilege to do major surgery is granted on the same 
qualification required for Fellowship in the American 
College of Surgeons, or on the basis of certification by 
the Surgical Specialty Board, or equivalent training in 
postgraduate work. 


Personnel: Twenty-one full-time employees make up 
the personnel of the hospital. This establishes a ratio 
of 0.8 employee per bed. 
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Educational activities: No educational program is be- 
ing conducted by this hospital. 


Conclusions 


This area has sufficient population to qualify as an 
intermediate area. On the basis of United States Public 
Health Service standards, 100 beds would be needed. 
There is no apparent need for a hospital of 100 beds. 
It was considered, therefore, as a rural area. 


The length of stay of patients in the Kent and Queen 
Anne’s General Hospital is short, being only 5.9 days. 
The rate of occupancy, based on the number of beds 
in use, is 55.8% which is not high. 


It was reported that at times there is a list of patients 
waiting for admission to the hospital. In the light of 
the moderate occupancy rate, occasions when there are 
waiting lists are apparently at peaks throughout the 
year. However, they are not indicative of a steady de- 
mand for beds in excess of the capacity of the hospital. 


On the basis of 2.5 beds per 1,000 population, this 
area would be entitled to 63 beds, or 38 more than the 
present normal bed capacity. The addition of these 38 
beds would relieve the recurring periods of crowding. 


Recommendations 
It is recommended that Kent and Queen Anne’s 
counties be classified as a single rural area. 


It is recommended also that 38 beds be allocated to 
this area. 
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MONTGOMERY AND PRINCE GEORGE’S COUNTIES 
INTERMEDIATE AREA NUMBER 4 
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Population |B | | 


Change from previous period 


Change over 1920 


1943: 221,780 48,378 increase 183.4% increase 
1940: 173,402 64,101 increase 121.5% increase 
1930: 109,301 31,038 increase 39.6% increase 
1920: 78,268 
Nonwhite population Per cent nonwhite 
1945 1940 1945 1940 
Montgomery County 11,040 8,926 10.6 10.6 
Prince George’s County 21,408 16,273 18.2 £2 
Combined 32,448 25,199 14.6 14.5 
Per capita income 
1945 1940 
Montgomery County $860.57 $524.67 
Prince George’s County $789.90 $487.99 


Classification of residents, 1940 


Urban Rural nonfarm Rural farm 
Montgomery County 9.1% 74.1% 16.8% 
Prince George’s County 20.5% 62.4% AF.1% 
Combined 15.0% 68.0% 17.0% 
Land area Population per square mile, 1943 
Montgomery County 494 square miles 210.8 
Prince George’s County 485 square miles 242.5 
Combined 979 square miles 226.5 
Population 
County seat 
Montgomery County: Rockville 2,047 1,460 
Prince George’s County: Upper Marlboro 565 420 
Births in hospitals as per cent of total births, 1945 
Total White Nonwhite 
Montgomery County 91.2 93.7 64.5 
Prince George’s County 89.4 94.6 60.9 
Combined 90.3 94.2 62:1 
General hospital facilities 
Institution Location Beds 
Montgomery County General Hospital Olney 40 
Suburban Hospital Bethesda 102 
Washington Sanitarium and Hospital Takoma Park 188 
Eugene Leland Memorial Hospital Riverdale 87 
Prince George’s General Hospital Cheverly 102 
Warren Hospital Laurel 17 


Geographic considerations 


Montgomery and Prince George’s counties encircle 
the District of Columbia. Montgomery County is the 
westernmost of the two counties. It is bounded by 
Howard and Frederick counties on the north and by 
the Potomac River on the west and south. The eastern 
boundary is common to the District of Columbia and 
Prince George’s County. 


Prince George’s County is bounded by Montgomery 
County, the District of Columbia, and the Potomac 
River on the west, by Charles County on the south, 
and Anne Arundel and Calvert counties on the east and 
northeast. It touches Howard County for a short dis- 
tance on the north. 


The surface of both counties is uneven and ranges 
from moderately high hills in the west where Mont- 
gomery County joins Frederick County to low rolling 


hills in the eastern and southern parts of Prince 
George’s County. The area of Montgomery County is 
494 square miles, making it the fifth county in the 
State in size. Prince George’s County has an area of 
485 square miles, making it the sixth county in the 
State in size. 


Population 


The population of Montgomery County was 104,155 
in 1943. With a density of 210.8 persons per square 
mile, it ranked third among the counties of the State. 
Prince George’s County had a population of 117,625 
in 1948. With a density of 242.5 persons per square 
mile, the County ranked sixth in the State. 


Both counties are populated throughout, but the 
majority of people make up communities on the peri- 
phery of the District of Columbia. In the 23-year 
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period between 1920 and 1943, the population ci the 
area increased 183.4%. 


The population as of 1940 of Moiutgomery County 
was divided according to election districts as follows: 


Distriet: 1; tuavtonsville ie 1,813 
District~ 2, Glarksburg. 2 os scee 1,558 
District.3;. eoolesy, lle=-. ie 1,724 
Distriet:.4, Rockville 3.322. 5,995 
Districts 5, Colesvillen 227 2s 4,045 
District.«6; “Darnestown=-.c2... 
Disttiet/7,° petaesda..@s.....4.2..8 
District3:8; OMeyee se es es 2,601 
District 9, Gaithersburg 

Pristnet 10, Potomac. os eek 
District 11, Barnesville... 

District 12, Damascus..... 


District 13, Wheaton........................ 


The population as of 1940 of Prince George’s County 
was divided according to election districts as follows: 


Disthiet- is Vansvillonss-encxee-- ot 1,923 
District. 2, Bladensburg..............:....... 6,103 
Disteice 3, Wariner: 5.5..63. ae 2,08} 
District 4, Nottingham::.:...:......5.0...:.. 1,626 
District 5, Piscataway 

District 6, Spaldimg.cie ss eee 
District 7, Queen Anne 

District: 3; Agquasco. 2)... eis 
Districtc:9, SUrratis sarc 
Tiatriet-10, Laurels cen dane ces ; 
District 11, Brandywine...................... 2,427 
Distriet12;: Oxon Hille a tee 2,802 
TIStCL Lo, KONG Gee Fs ene 2,264 
Distriek-14; “BO Wie tes cscs oe 3,600 
Distrietsb; Mellwocds=2- =. ss: 1,960 
District 16; Hyattsville eae 6,926 
Districts. Cewue fas cae 10,864 
District 18, Seat Pleasant.................. 10,750 
District-19:" Riverdaleccesa..as 7,184 
District: 20. Lanham: so ees ee ow 1,758 
DIStLCE. 2b; enWyN: aire ci res Te T4A 


The population for the area as a whole was classified 
in 1940 as 15.0% urban, 68.0% rural nonfarm, and 
17.0% rural farm. It is assumed that the 48,378 new 
residents entering the area between 1940 and 1948 were 
largely attracted by employment in and around Wash- 
ington. They were considered, therefore, to be pre- 
ponderantly urban. With this addition to the urban 
population, the distribution is 33.5% urban, 53.2% 
rural nonfarm, and 13.3% rural farm. 


The nonwhite population of the area was 32,448 in 
1945, amounting to 14.6% of the total residents in the 
two counties. 


Approximately 2,300 residents of Montgomery Coun- 
ty and 1,600 residents of Prince George’s County live 
more than 1214 miles from a hospital. Mostresidents, 
however, live within 1214 miles of more than one 
hospital. 


Transportation 


The entire area is covered by a network of highways 
which extend to all points of the counties. 


Railroad and bus service offer convenient public 
transportation throughout the area. Both transporta- 
tion and highway systems radiate from Washington, 
which is the trading and medical center and the place 
of employment for a large segment of the papulation. 
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Industry and commerce 


Employment is largely in government work and 
service industries. No large basic industries are located 
in the area. 


The per capita income for Montgomery County as 
of 1940 was $524.67 and $860.57 in 1945. Its position 
in the State was ninth in 1940 and fourteenth in 1945. 


_ Prince George’s County residents had a per capita 
income of $487.99 in 1940 and $789.90 in 1945. It was 
the twelfth county in the State in this respect in 1940 
and nineteenth in 1945. 


Physicians 

There are 97 physicians residing in Montgomery 
County and 37 physicians in Prince George’s County. 
Four out-of-state physicians practice in Montgomery 
County and seven in Prince George’s County. The 
resident physicians are distributed as follows: 


Montgomery County Prince George’s County 


Silver Spring............ 31 Laurel |). o haste 4 
Kensington.................. 2 Mt: Rainier 3.6 7 
Bethesda. sis 19 Berwyn 2 2 
Takoma Park. 18 Upper Marlboro........ 3 
Damascus ees cae 2 Greenbelt.........0....00.... 3 
Gaithersburg .............. 3 Hyatteville.....3e52 6 
Rockville:..cA eek: 7 Cottage City.............. 2 
Chevy Chase.............. 6 Riverdale. &.....2¢2.505 1 
Glen Echo .................. 2 OWle so eee 1 
Dawsonville. ............ 1 Brentwood.................. 1 
Poolesville .................. 2 College Park .............. : 
Sandy Spring.............. 3 District Heights ........ 1 
Laytonsville................ 1 Fairmont Heights......1 

Capital Heights.......... 1 

Bladensburg................ uf 

Takoma Park: ..2 ccc: 1 


Using the 1948 population figures for the two-county 
area, this establishes a ratio of one resident physician 
to every 1,655 persons. Taking the counties separately, — 
Montgomery County has one resident physician for — 
every 1,074 persons, whereas Prince George’s County — 
has one for every 3,179 persons. 
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Six hospitals serve the residents of this area. Three 
are located in each county. Four are located just out- — 
side the District of Columbia and one in Olney and one 
in Laurel. A community group in Silver Spring holds — 
title to a plot of land and is engaged in efforts to raise — 
funds for the construction of a hospital. 


MONTGOMERY COUNTY GENERAL HOSPITAL 


The Montgomery County General Hospital, located 
at Olney, was established in 1920. It is owned by a — 
nonprofit corporation and operated by a Board of Di- | 
rectors. The Board consists of 18 members who are — 
elected annually. 


Special departments are set up, rendering service to 
obstetric, orthopedic, eye, ear, nose, and throat, and — 
skin and cancer cases. The Women’s Board, with a 
membership of 100, assists the institution financially — 
and from time to time makes gifts of equipment and — 
supplies. . 


Area served: For the period reported, 81.0% of the 
patients treated were from Montgomery County, 10.4% 
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from Howard County, 3.1% from Prince George’s 
County, and 5.5% from other areas and out of the 
State. : 
Buildings: The buildings are not fire-resistant. 


Bed capacity: The present capacity is 40 beds, ten of 
which are reserved for nonwhite patients. Fourteen 
bassinets are maintained. 


Utilization: The rate of occupancy is 82.4%, and the 
average length of stay is 9.1 days. 


For the period reported, patients fell into the fol- 
lowing classifications, according to diagnosis: 


Number of patients Per cent 


Medical 275 7 eet 
Surgical 703 53.9 
Obstetric 287 22.0 
Orthopedic 39 3.0 
Totals 1,304 100.0 


Medical staff: The Staff consists of three physicians. 
In addition, 20 physicians are available for consulta- 
tion and 25 others make up a Visiting Staff. 


Personnel: The personnel consists of 29 employees, 
which establishes a ratio of 0.7 employee per bed. 


Educational activities: 


There is no educational pro- 
gram in effect. 


Building plans: This hospital has just completed a 
building program which included the enlargement of 
the dietary department. A recent drive for funds pro- 
duced approximately $60,000 for a new maternity de- 
partment. 


SUBURBAN HOSPITAL 


The Suburban Hospita!, located at Bethesda, was 
put into service in December, 1943. It was built under 
the Lanham Act. It is operated by the Suburban 
Hospital Association, which is a nonprofit corporation. 
Title is held by the United States Government. 


The Managing Board consists of 15 members whose 
term of office is three years. A Women’s Auxiliary of 
322 members assists the hospital with voluntary services 
and makes purchases of necessary supplies and equip- 
ment. 


It has full approval of the American College of 
Surgeons. 


Area served: For the period reported, 77.9% of the 
patients were residents of Montgomery County, 43.5% 
of whom were residents of Bethesda and Chevy Chase. 
Seventeen and nine-tenths per cent were residents of 
Washington, D. C. The remainder were from other 
areas. 


Buildings: The buildings are of brick and stone, but 
the hospital is not classified as fire-resistant because of 
the inflammable interior construction. 


Bed capacity: The present capacity is 102 beds and 
22, bassinets. Ten of the beds are reserved for nonwhite 
patients. 


Utilization: The rate of occupancy is 53.7%, and the 
average stay is 9.1 days per patient. The patients 
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classified according to diagnosis, for the period re- 
ported, were as follows: 


Number of patients Per cent 


Medical 729 33.9 
Surgical 741 84.4 
Obstetric 480 22.8 
Pediatric 74, 3.5 
Orthopedic 103 4.8 
Contagious 24 j 
Totals 2151 100.0 


Medical staff: The Medical Staff is organized and elects 
its own officers annually. Standing committees are 
Executive, Medical Records, Program, Library, Cre- 
dentials, Internes and Residencies, Laboratory, Nutri- 
tion, and Outpatient. Membership on the Staff is 
granted by the Board of Trustees on recommendation 
of the Executive Committee of the Staff. Recommenda- 
tion is based on demonstrated ability and some degree 
of limiting of practice to the specialty for which applica- 
tionismade. Sixty-nine physicians make up the Senior 
and Associate Staffs, while 128 physicians make up the 
Courtesy and Consulting Staffs. Staff services are set 
up in the various specialties. Twenty-eight members 
of the Staff hold Specialty Board certification. 


Personnel: One hundred thirty-three employees make 
up the personnel, establishing a ratio of 1.8 employees 
per bed. 


Educational activities: This hospital is approved for 
three mixed residencies. No other educational program 
1s In Operation. 


Building plans: 


’ No building program is under con- 
sideration. 


WASHINGTON SANITARIUM AND HOSPITAL 


The Washington Sanitarium and Hospital, located at 
Takoma Park, was opened in 1907. It is owned by the 
General Conference of the Seventh Day Adventist 
Church and is operated by the Washington Sanitarium 
Association, Incorporated. The Managing Board has 
a membership of 12. Their term of office is two years. 


It is approved for interne training. 
school is State-approved. 


The nurses’ 


Area served: Of the patients treated, 50% were from 
Montgomery County. It was reported that patients 
are admitted from a broad area, including points as 
far south as South Carolina and as far north as Pennsyl- 
vania. 


Buildings: Buildings have been added from time to 
time, with the result that some are constructed of brick 
and stone, while others are of frame construction. 
The buildings are not considered fire-resistant. 


Bed capacity: The normal capacity is 188 beds, but as 
of the date of the report 201 beds were in service, plus 
30 bassinets. None of these beds is available for non- 
white patients. 


Utilization: For the period reported, the classification 
of service by diagnosis was as follows: 
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Number of patients Per cent 
Medical 1,268 36.1 
Surgical 911 26.0 
Obstetric 710 Hl iar 
Pediatric Peal 0.6 
Orthopedic 242 6.9 
Nervous and Mental 244 7.0 
Other 111 8.2 
Totals 8,507 100.0 


The rate of occupancy based on normal bed capacity 
was 90.8%. Based on bed complement it was 84.4%. 
The average length of stay per patient was 17.6 days. 


Medical staff: The Medical Staff is organized, having 
staff officers and committees on Internes, Library, Pro- 
gram, and Membership. Appointments to the Active 
Staff are made by the Board of Trustees. The Active 
Staff is made up of eight members, all of whom are on 
a full-time salary basis. Appointments to the Courtesy 
Staff are made by the Board on recommendation of the 
Staff. The Courtesy Staff consists of 40 members and 
the Consulting Staff of ten members. Staff services 
are set up in medicine, surgery, obstetrics, radiology, 
and eye, ear, nose, and throat. The privilege to do 
major surgery is granted on the same basis as qualifica- 
tions for Fellowship in the American College of Sur- 
geons. 


Personnel: ‘Two hundred and seventy full-time and 
73 part-time employees make up the personnel. Con- 
sidering the part-time employees as being on half-time 
duty, this establishes a ratio of 1.6 employees per 
bed, on the basis of normal bed capacity. 


Educational activities: As of the date of the survey, 
three internes were on duty; there were no residents. 
The nursing school had a student body of 84. The 
nursing school is affiliated with the Johns Hopkins 
Hospital for instruction in surgery and with the Child- 
ren’s Hospital in Washington, D. C., for instruction in 
pediatrics. 


Building plans: This hospital reported a planned 
building program of $900,000.00, which would result 
in the addition of 75 beds. 


EUGENE LELAND MEMORIAL HOSPITAL 
The Eugene Leland Memorial Hospital, located in 
Riverdale, is owned and operated by a proprietary 
corporation. Its activities are under the direction of a 
Board of five members whose terms of office are for 
one year. The hospital was established in 1942. 


A group known as the Workers’ Auxiliary of the 
Eugene Leland Memorial Hospital assists the hospital 
in social, educational, and spiritual activities. 


Special departments are maintained for obstetric 
and pediatric services. 


This hospital has provisional approval of the Ameri- 
can College of Surgeons. 


Area served: For the period reported, 76.9% of the 
patients were residents of Prince George’s County. 
The remainder of the patients were from other areas, 
including Montgomery County and the District of 
Columbia. 


Buildings: The exterior construction of the buildings is 
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of brick, but the interior construction is wood. The 
buildings are, therefore, not considered fire-resistant. 


Bed capacity: This hospital reported a capacity of 87 
beds.1. None of these is available for nonwhite patients. 
Twenty-one bassinets are maintained. 


Utilization: The rate of occupancy is 44.2%. The 
average length of stay per patient is 8.1 days. For the 
year reported, the patients fell into the following 


categories: 
Number of patients Per cent 


Medical 550 81.4 
Surgical 510 Zee 
Obstetric 521 29.8 
Pediatric 80 4.6 
Orthopedic 75 4.3 
Other 12 0.7 
Totals 1,748 100.0 


Medical staff: The Medical Staff of this hospital is a 
closed organization, consisting of the Malin Medical 
Group. This group of physicians render outpatient 
services and treat patients in the hospital. One of the 
physicians functions as Chief of Staff, in lieu of having 
elected staff officers. 


Personnel: Eighty full-time employees and six part- 
time employees make up the personnel of this institu- 
tion, establishing a ratio of 0.95 employee per bed. 


Educational activities: No educational program is in 
operation at this hospital. 


Building plans: Plans are under consideration for the 
construction of an outpatient department which will be 
under the direction of the Malin Medical Group. 


PRINCE GEORGE’S GENERAL HOSPITAL 


The Prince George’s General Hospital, located in 
Cheverly, was opened in 1944. Built under the Lanham 
Act, it is leased from the Federal Government and 
operated by Prince George’s County. Special depart- 
ments are maintained for obstetric, pediatric, ortho- 
pedic, and eye, ear, nose, and throat services. A 
Board of 15 members directs the affairs of the hospital. 
These members serve for a period of three years. They 
are appointed by the Board of County Commissioners. 
The Prince George’s General Hospital Guild, with a 
membership of 1,500, assists the hospital through fund- 
raising projects for the purchase of supplies. 


Area served: It was reported that 96% of the patients 
are residents of Prince George’s County. 


Buildings: The buildings, which are new and modern, 
are considered fire-resistant. 


Bed capacity: The normal capacity is 102 beds and 18 
bassinets. This hospital reports that it does not have 
a policy opposed to the admission of nonwhite patients, 
but that, to date, it has been impossible to set aside 
beds for this purpose. Under a construction program 
which is planned, facilities will be made available for 
such patients. 


For the year reported this hospital’s 
The average length of stay 


Utilization: 
occupancy rate was 70.9%. 
1Since the completion of the survey, 21 beds in a separate 


building of the hospital and ten beds which had been assigned 
to children have been taken out of service. 


ee ee eo eee ore 


gh ai | 


See ae ee 


GENERAL HOSPITALS 


per patient was 7.9 days. For the last seven months of 
operation the hospital’s occupancy rate increased to 
79.0%. Classification of patients for the year reported, 
according to diagnosis, was as follows: 


Number of patients Per cent 


Medical 713 21.4 
Surgical 1,079 32.3 
Obstetric 685 20.5 
Orthopedic 153 4.6 
Other 708 212 
Totals 3,338 100.0 


Medical staff: The Medical Staff is organized and has 
elected officers. Committees of the Staff function under 
the following titles: Executive, Credentials, Medical 
Records, Program, Clinical, Pathological, and Audit. 
Appointment to membership on the Staff is made by the 
Board of Directors upon recommendation of the Med- 
ical Staff. There are 40 physicians on the Active Staff, 
102 on the Courtesy Staff, four on the Consulting Staff, 
and four on the Honorary Staff. By type of practice and 
staff position held, these men fall in the following 
categories: 


Medicine.................... 77 Otolaryngology .......... 2 
SUT ee 36 Genito-urinary............ 2 
etetries. | o25.5..05..06.8 24 Neurosurgery ............ 2 
POCA URTCR Sie 5. 4 Orthopedics... 5.0455. 2 
Anesthesia.................. 4 Opthalmology............ 2 


Privilege to work in the specialties is limited to 
physicians meeting the high qualifications established. 


Personnel: The personnel of this hospital is made up 
of 109 full-time employees and 31 part-time em- 
ployees. This establishes a ratio of 1.2 employees per 
bed. There are also 27 volunteer workers. 


Educational activities: Residents are employed in 
medicine, surgery, and obstetrics. 


Building plans: Plans are under consideration to add 
110 beds to this hospital. The County Medical Society, 
the Hospital Administration, and the County author- 
ities are cooperating in this effort. The ultimate plan 
calls for the establishment of this hospital as the medical 
center for the entire County. 


WARREN HOSPITAL 


The Warren Hospital, located at Laurel, is owned 
and operated by two physicians. It was opened in 
1940. 


Area served: All of the patients are residents of the 
immediately surrounding area. 


Buildings: The buildings, which are 46 years old, are 
of frame construction. 


Bed capacity: Seventeen beds make up the normal 

capacity. No beds are reserved for nonwhite patients. 

Utilization: For the period reported, the hospital had 

an occupancy rate of 94.4% and had an average length 

of stay per patient of 12.2 days. The patients fell into 

the following classifications according to diagnosis: 
Number of patients Per cent 


Medical 103 228 
Surgical 218 45.5 
Obstetric 158 33 .0 


Totals 479 100.0 
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Building plans: The owners reported that at some 
future time they plan to replace the present buildings 
with a modern structure which will have a capacity cf 
approximately 40 beds. Because of its type of structure, 
this hospital was not considered acceptable. 


Conclusions 


Montgomery and Prince George’s counties, being 
homogeneous and lacking a clear line of demarcation 
for purposes of defining hospital service areas, were 
treated as one area. Located around the District of 
Columbia, with a combined population of 221,780, 
they qualify as an intermediate area. 


Most of the area’s employment is in government work 
and in service industries, which can be expected to be 
reasonably steady. No significant changes in the area’s 
population are anticipated. 


The six hospitals in this area maintain 536 beds, or a 
ratio of 2.4 beds per 1,000 population. Seventeen of 
these beds, located in the Warren Hospital at Laurel, 
are considered unacceptable because of the type of 
building and the material of which it is constructed. 
Twenty-one beds at the Eugene Leland Memorial 
Hospital were taken. out of service after the survey 
was completed. The area should be allowed 21 beds 
as replacements. The net number of beds considered 
acceptable was, therefore, 519. 


On the basis of the standard for intermediate areas 
of 4.0 beds per 1,000 population, this area is entitled to 
887 beds. The differential of 368 beds is considered the 
normal need. 


The Montgomery County Hospital at Olney has 
plans for a construction program to include the addition 
of 16 beds. This hospital reported an occupancy rate 
of 82.4%, which is abnormally high for a hospital of its 
size. The 16 beds planned, therefore, are considered 
justified. 


The Prince George’s General Hospital at Cheverly 
is planning an addition which will increase its capacity 
by 110 beds to a total of 212. The hospital reported an 
occupancy rate of 70.9%, which is about normal for a 
hospital of its present capacity. 


Since this hospital was put into service in 1944 and 
the figures reported were for a part of its first two years 
of service, it is assumed that the utilization for that 
period was lower than will be expected in the future. 


The Administration is in the process of working out 
a plan to establish this hospital as the medical center 
for the entire County and to include public health facili- 
ties. Arrangements have been made with specialists 
from the District of Columbia to serve on the Staff. 


Doubling the capacity is an unusually ambitious pro- 
gram, but it is considered practical in this case in view 
of its location in a growing suburb of Washington. 
Plans for its establishment as a medical center for the 
area, the cooperative interest of the County Medical 
Society, and the availability of specialists who are 
already a part of the Visiting Staff, along with the 
rapid rate of utilization of the hospital from the date of 
its opening, weigh in favor of the proposed addition. 
This hospital reported that it had no policy opposed 
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to the admission of nonwhite patients, maintaining 
that when adequate facilities are available, beds will be 
reserved for them. In the light of this report, it must 
be required that as a condition of participation in 
this program, at least 14.6% of the beds be reserved for 
nonwhite patients. 


The Eugene Leland Memorial Hospital at Riverdale 
has a program for the establishment of an outpatient 
department, but no construction is contemplated 
which would increase the bed capacity. Being a pro- 
prietary hospital, it would not qualify for assistance 
under the Act. 


The Washington Sanitarium and Hospital, located 
at Takoma Park, has projected plans for an addition 
which would increase its bed capacity by 75 beds. 
While this hospital would qualify otherwise, its policy 
of not admitting nonwhite patients eliminates it from 
participation in the program. Should this policy be 
changed before the ratio of existing beds for the area 
is reached, consideration may be given an application 
for a grant. 


The Suburban Hospital at Bethesda did not report 
any projected building program. Its rate of occupancy, 
for the year reported, was 53.7%. 


Warren Hospital at Laurel was considered unac- 
ceptable owing to its frame construction. 


Because of the geographic position of this community 
and its population, a modern hospital is considered a 
necessity. 


HosPITAL SURVEY AND PLAN FOR MARYLAND—PART III 


A community group in Silver Spring has acquired a 
site and accumulated some funds for the construction 
of a hospital. This is a densely populated area on the 
edge of the District of Columbia. The head of the 
community group stated that plans call for the construc- 
ree of a hospital of 200 beds when the funds are avail- 
able. 


If funds in the amount needed for a 200-bed hospital 
cannot be raised within a reasonable period of time, it 
is planned to construct a hospital of as many beds as 
pe lel financed. This hospital will not be less than 
100 beds. 


Plans for the hospital at Silver Spring should be 


integrated with the Suburban Hospital at Bethesda, 


if at all possible. 


Recommendations 


It is recommended that Montgomery and Prince 
George’s counties be classified as an intermediate area. 


It is recommended that 368 general hospital beds, 
necessary to bring the number in existence up to the 
ratio of 4.0 beds per 1,000 population, be allocated to 
this area. 


The reported construction programs are reasonable 
and their combined total falls within the number of 
additional beds allocated. As plans materialize, sup- 
ported by sufficient construction funds, these programs 
should be considered for approval. 


ST. MARY’S COUNTY 


RURAL AREA NUMBER 4 


Population Change from previous period Change over 1920 
1943: 17,877 3,251 increase 11.1% increase 
1940: 14,626 563 decrease 9.2% decrease 
1930: 15,189 ,923 decrease 5.7% decrease 
1920: 16,112 
Nonwhite population Per cent nonwhite Per capita income 
1945: 5,524 1945: $255.06 
1940: 4,725 1940: $277.11 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
0.0% 44.0% 56.0% 
Land area: 367 square miles 


Population per square mile, 1948: 


County seat: Leonardtown Population 1940: 668 
1930: 697 
Births in hospitals as per cent of total births, 1945 : 
Total Nonwhite 
65.0 10.7 
General hospital facilities 
Institution Location Beds 
St. Mary’s Hospital Leonardtown 45 
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Geographic considerations 


St. Mary’s County is the southernmost county of the 
Western Shore of Maryland. It is surrounded by water, 
with the exception of its northern boundary which is 
common with Charles County. The Wicomico River, 
which has the same name as a river on the Eastern 
Shore, and the Potomac River bound St. Mary’s 
County on the west and south and separate it from 
Charles County on the west and Virginia on the south. 
The Chesapeake Bay makes up the eastern boundary 
and the Patuxent River is the northeastern boundary, 
separating it from Calvert County. 


The surface is 367 square miles of flat land. It is 
the sixteenth county in size. 


Population 


The population, which was 17,877 as of 1948, is 
evenly distributed over the County with one concentra- 
tion at Leonardtown. The population of Leonardtown 
was 668 as of 1940. 

The population of the County decreased during the 
period from 1920 to 1940 by 9.2%. The 20-year loss 
was more than offset between 1940 and 1948, during 
which time a net increase of 11.1% over 1920 took 
place. This increase was due to military installations in 
the County, which are considered permanent. The 
population density as of 1943 was 48.7 persons per 
square mile, placing the County sixteenth in the State. 


Nonwhite persons, numbering 5,524, made up 17.1% 
of the population in 1945. 


In 1940 the residents were classified as 44.0% rural 
nonfarm and 56.0% rural farm. 


The population in 1940 according to election districts 
was as follows: 


Preurret 2, St. Inigoes.c.....oi6c5.0leecs 1,880 
Prstrice.2, Valley Lee)... 0.35... 1,201 
District 3, Leonardtown...................... 2,704 
Prgeriee 4. Chantico...... 222.6. ices. 1,645 
District 5, Mechanicsville...........00....... 1,778 
District:6,2 Hall vill6. 2233 keen 1,736 
District ¢, MilestoOwn.....25..3..cccesecereses- 2,110 
BGhieie 6 DAV ci. eee 1,287 
District 9, St. George Island .............. 285 
Transportation 


Highways run the length of the County from the 
southeast point of the land to the northwest. Branch 
roads extend to numerous points on the shores. There 
is one spur railroad extending into the north of the 
County for a short distance. Bus service is maintained 
to Leonardtown, the County Seat, which is west of the 
approximate center of the County. 


Travel is convenient to Leonardtown, the location 
of St. Mary’s Hospital. Surrounded by water, land 
travel out of the area is limited to the northwesterly 
direction to Charles County. 


Leonardtown is 56 miles southeast of Washington 
and 86 miles south of Baltimore. In this respect it is 
quite isolated. 


Industry and commerce 
The Baltimore Association of Commerce does not 
list any manufacturers in this area. 
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The residents work primarily at farming and fishing. 
Others are employed in the service industries. 


The Patuxent Naval Air Test Center located at Cedar 
Point, which lies east of Leonardtown at the junction 
of the Patuxent River with the Chesapeake Bay, is 
considered a permanent installation. A community 
has developed there. This is resulting in an improve- 
ment in the commercial life of St. Mary’s County. The 
Naval personnel are served by government-owned medi- 
cal facilities. 


The per capita income in 1940 was $277.11, making 
it the twenty-second county in the State in this respect. 
In 1945 it was $255.06, making it the twenty-third 
county in the State in this respect. 1 


Physicians 


There are 12 physicians practicing in St. Mary’s 
County. They are distributed as follows: 


Leonardtown.............. 4 Pearson. 263s k ie 
Great Mills................ 1 Charlotte Hall............ 1 
Morganza::)5)0000005.2 1 Drayaen isk ee 1 
PVOONG Sn 1 Ghantieo. ok ek 1 
Oakleveactire s5.c0se 1 


On the basis of its population in 1943, the County 
has one physician to every 1,490 persons. 


GENERAL HOSPITAL FACILITIES 
ST. MARY’S HOSPITAL 


St. Mary’s Hospital, located in Leonardtown, was 
opened in 1913. It is owned by a nonprofit corporation. 
The Board of Directors consists of eight members, 
seven of whom serve terms of three years. The Presi- 
dent of the Women’s Auxiliary is the eighth member 
and serves during her term of office, which is one year. 
Election of Board members is by vote at a community 
meeting of all persons having paid a minimum mem- 
bership fee of $2.00. A Ladies’ Auxiliary has a member- 
ship of approximately 50. This organization gives 
general financial assistance to the hospital. 


Area served: All patients served during the period 
covered by the report were residents of St. Mary’s 
County. 


Buildings: The-original building, constructed in 1913 
was built of inflammable material. In 1944, under the 
Lanham Act, a new building was erected as an at- 
tachment to the old building. Nonwhite patients are 
cared for in the latter building. 

Bed capacity: The capacity of the combined buildings 
is 45 beds. Ten of these beds are reserved for nonwhite 
patients. 

Utilization: The hospital is operating at an occupancy 
rate of 57.5%. The average length of stay per patient 
is 9 days. For the period reported, the patients were 
diagnosed as follows: 


Number ef patients Per cent 


Medical 627 59.1 
Surgical £92 18.1 
Pediatric 242 2228 
Totals 1,061 100.0 


1See Appendix L, footnote 5. 
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Medical staff: The Medical Staff is not organized. 
Privilege to practice in the hospital is granted to all 
reputable medical doctors in the area. Seven have 
patients in this hospital regularly. 


Personnel: The personnel is made up of 22 full-time 
employees, establishing a ratio of 0.5 employee per 
bed. Fourteen of these employees are furnished quarters 
in the hospital. 


Educational activities: There is no educational program 
in effect at this hospital. 


Conclusions 


St. Mary’s County, with a population of 17,877, 
qualifies as a rural area. 


The new wing at the St. Mary’s Hospital was con- 
structed in 1944, but the old wing, which was of frame 
construction, was not vacated. The two units are at- 
tached. Nonwhite patients are cared for in the old build- 
ing. This unit should be razed because it is unsatisfactory 
and a fire hazard. 


HospiITaAL SURVEY AND PLAN FOR MARYLAND—ParT III 


Nonwhite obstetric patients are not admitted. While 
65.0% of all births of St. Mary’s County in 1945 oc- 
curred in hospitals, 81.9% of births to white mothers 
were in hospitals, whereas only 10.7% of births to 
nonwhite mothers were in hospitals. 


St. Mary’s Hospital is operating at 57.5% of capacity, 
with periods when it is crowded. A change of policy 
which would allow the admission of nonwhite obstetric 
patients would require additional beds. 


On the basis of the standard for rural areas, 45 beds 
are needed. This is the present capacity of the St. 
Mary’s Hospital. Since some of the present bed 
capacity would be lost with the demolition of the old 
building, 25 new beds should be allocated from the 
pool on condition that nonwhite obstetric patients be 
granted admission. 


Recommendations 


It is recommended that St. Mary’s County be classi- 
fied as a rural area and that 25 beds be allocated as an 
addition to the existing hospital. 


SOMERSET COUNTY 
RURAL AREA NUMBER 7 


Population Change from previous period Change over 1920 
1943: 17,269 3,696 decrease 29.8% decrease 
1940: 20,965 2,417 decrease 14.8% decrease 
1930: 23,382 1,220 decrease 5.0% decrease 
1920: 24,602 
Nonwhite population Per cent nonwhite Per capita income 
1945: 5,820 1945: $816.49 
1940: 7,061 1940: $260.15 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm % 
18.6% 51.1% 30.2% 


Land area: 332 square miles 
Population per square mile, 1948: 


County seat: Princess Anne 


Population 1940: 942 


1930: 975 
Births in hospitals as per cent of total births, 1945 
Total White Nonwhite 
48.5 13.3 
General hospital facilities 

Institution Location Beds 
Edward W. McCready Memorial 

Hospital Crisfield 38 


Geographic considerations 


Somerset County is the southernmost county of the 
Eastern Shore. It is bounded on the north by Wicomico 
County, from which it is separated partially by the 
Wicomico River. Extensions of the Chesapeake Bay 
make up its western boundary. The Pocomoke River, 
the southern boundary, separates the County from 
Virginia. Worcester County bounds it on the east. 


_It has 382 square miles of surface, making it the 
eae oe county in the State in size. Its surface is 
at. 


Population 


The population of Somerset County was 17,269 in 
1943. This was 7,333 less than its 1920 population. 
The decrease in population has been continuous during 
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the 23-year period. With a population density in 1948 
of 52 persons per square mile, the County ranked 
fourteenth in the State. 


The largest community in the County is Crisfield, 
which had a population of 3,908 in 1940. The County 
Seat is Princess Anne, which had a population of 942 
in 1940. There are no large unpopulated areas, the 
residents being distributed throughout the County. 
The largest concentration in 1940 was in the southern 
extremity around Crisfield. 


In 1940, the residents were classified as 18.6% urban, 
51.1% rural nonfarm, and 30.2% rural farm. 


The distribution by election districts, as of 1940, 
was as follows: 


District 1, West Princess Anne........ 2,046 
Distrier<.2. ot, Peters... ie. 747 
Prisuret.- ao. ormikievs.3.. ae 2,030 
Distrreg)> 4: “Dublin. oo. 1,396 
District 5, Mount Vernon ...........::... 1,058 
istrict: 6. Pairmount: 3:5 .....:ccsccccs.. 908 
Dastriet. 7, Crishield....- 65 .0..505..6500: 4,208 
Distriet= <8> Lawsons.< .. << soccs elk. 1,810 
8 RR Sek ee er 510 
District. 10, Smith Island... ...:.......:. 680 
District 11, Dames Quarter................ 847 
Dhistries 12, Asbury......2.000.032..065.6..... 1,454 
Pustrict 13; -Westover.:)....:223.655.05.. 973 
Distriet 14, Deal Island.................2... 1,048 


District 15, East Princess Anne ........ 1 7 50 


In 1945 there were 5,820 nonwhite residents in the 
County, amounting to 33.7% of the total population. 


Transportation 


A main highway runs north and south the length of 
the County, connecting Crisfield and Princess Anne 
with Salisbury to the north. Lateral highways connect 
with Pocomoke City in the southern part of Wicomico 
County. Other secondary roads run to points on the 
Bay. The Pennsylvania Railroad has a line running 
into Crisfield paralleling the main highway to Salis- 
bury. A branch of this railroad extends to Pocomoke 
City. Bus services are maintained daily to Crisfield 
and Princess Anne. 


Industry and commerce 


The principal occupations are fishing, farming, and 
canning. There are four canning factories, two clothing 
manufacturers, and one seafood equipment manu- 
facturer in the County. 


The residents of the northern portion of the County 
use Salisbury as their trading center, while the resi- 
dents of the central section use Princess Anne, and of 
the southern section, Crisfield. 


The per capita income in 1940 was $260.15, making 
it the twenty-third county in the State in this respect. 
In 1945, it was $816.49, placing the County seven- 
teenth in the State. 


Physicians 
There are 17 physicians practicing in this County, 
and they are distributed as follows: 


Marion Station.......... 3 Princess Anne ............ 5 
rIShClh ss i520 22... Deal-Island! 3.25... ii 
1 DiC | Se eer eeoea meen e 2 
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Of these, 15 are in general practice, one in surgery, 
and one in anesthesia. Their average age is 56 years. 


On the basis of the County’s 1943 population, there 
was one physician for every 1,016 residents. 


GENERAL HOSPITAL FACILITIES 
EDWARD W. MCCREADY MEMORIAL HOSPITAL 


The Edward W. McCready Memorial Hospital, 
located in Crisfield, was founded in 1923. It is a non- 
profit association, operated by a Board of Directors 
with a membership of 14. The members of the Board 
serve for life. Vacancies are filled by vote of the re- 
maining members. A Junior Auxiliary Board and a 
Senior Auxiliary Board, each with a membership of 
20, engage in fund-raising efforts for the benefit of the 
hospital. 


Area served: For the period reported, 79.0% of the 
patients treated were residents of Somerset County, 
15.7% were from Worcester County, and 5.2% were 
principally from the eastern shore of Virginia and 
Tangiers Island. 


Building: The building is a two-story brick and stone 
structure. The interior is not fire-resistant. 


Bed capacity: The normal bed capacity of this hospital 
is 38 beds and eight bassinets. Eight beds are reserved 
for nonwhite patients. 


Utilization: The rate of occupancy for the period re- 
ported was 57.1%. The average length of stay per 
patient was 10.3 days. Of the County’s total births, 
76.4% of births to white mothers and 13.3% of births 
to nonwhite mothers were in hospitals. 


For the year reported, the patients were diagnosed 


as follows: 
Number of patients Per cent 


Medical 162 2E3 
Surgical 398 52.2 
Obstetric 104 13.6 
Pediatric 98 12:9 
Totals 762 100.0 


Medical staff: The Medical Staff is not organized. 
Privileges to work in the hospital are granted by action 
of the Board of Directors, after investigation of the 
applicant. Privileges to do surgery are granted by the 
Board of Directors upon presentation of satisfactory 
proof of experience and training. 


Personnel: The personnel consists of 19 employees, 
making a ratio of 0.5 employee per bed. Eight em- 
ployees are given quarters in the hospital. 


Educational activities: There is no educational pro- 


gram in effect. 


Building plans: The management of the hospital re- 
ported that building plans are under consideration for 
an addition which will include ten beds, along with 
laboratory and X-ray facilities. 


Conclusions 


Somerset County qualifies as arural area. Its popula- 
tion has decreased over a period of 23 years. As of 
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1943 its population was 17,269. On the basis of the 
standard of 2.5 beds per 1,000 population for rural 
areas, this County would be entitled to 43 beds. Since 
the utilization of the existing hospital is largely by 
residents of the County and facilities are available 
at the Salisbury hospital just north of the northern 
boundary of this County, it is apparent that there is 
no urgent need for additional beds. This is especially 
true in the light of the fact that the rate of occupancy 
of the existing hospital is 57.1%. A project which will 


HosPItaAL SURVEY AND PLAN FOR MARYLAND—Pa&ART III 


bring about an improvement of service to the exist- 
ing beds should be considered. 


Recommendations 


It is recommended that Somerset County be classi- 
fied as a rural area. It is recommended also that five 
additional beds be allocated to this area in order to 
bring it up to the standard for rural areas, but that the 
project be placed low on the priority schedule. 


TALBOT AND CAROLINE COUNTIES 
INTERMEDIATE AREA NUMBER 6 


Population Change from previous period Change over 1920 
1943: 32,237 4,096 decrease 12.4% decrease 
1940: 36,333 363 increase 1.7% decrease 
1930: 35,970 988 decrease 2.7% decrease 
1920: 36,958 
Nonwhite population Per cent nonwhite 
1945 1940 1945 1940 
Caroline County 3,161 3,447 in ere 19.6 
Talbot County 4,938 5,736 30.5 30.5 
Combined 8,099 9,183 FASTA t 25.3 
Per capita income 
1945 1940 
Caroline County $1,054.28 $473.42 
Talbot County $1,380.67 $584.75 
Classification of residents, 1940 
Urban Rural nonfarm Rural farm 
Caroline County 0.0% 53.4% 46.6% 
Talbot County 24.1% 40.1% 35.8% 
Combined 12.5% 46.6% 41.0% 
Land area Population per square mile, 1943 
Caroline County 320 square miles 50.1 
Talbot County 279 square miles 58.0 
Combined 599 square miles 53.8 
Population 
County seat 1940 1930 
Caroline County: Denton 1,572 1,604 
Talbot County: Easton 4,528 4,092 
Births in hospitals as per cent of total births, 1945 
Total White Nonwhite 
Caroline County 54.4 70.2 6.2 
Talbot County 62.4 90.0 6.3 
Combined 58.4 79.5 6.8 
General hospital facilities 
Institution Location Beds 
Easton Memorial Hospital Easton 87 
Geographic considerations counties. The general contour of the surface of the 


Talbot and Caroline counties lie between Delaware 
on the east and the Chesapeake Bay on the west, with 
Queen Anne’s County bounding the area on the north 
and Dorchester County on the south. No geographic 
barriers have been used for the northern boundaries. 
Talbot County, which is the western portion of the 
area, is separated from Dorchester County by the 
Choptank River, which is bridged at Cambridge. The 
River continues north and makes up about one half of 
the southern boundary between Caroline and Talbot 


two counties is flat. Caroline County has a land area 
of 320 square miles and ranks nineteenth in the State 
in this respect. With a land area of 279 square miles, 
Talbot County ranks twenty-first. 


Population 


The population of Caroline County was 16,047 in 
1943. Talbot County had a population of 16,190 in 
the same year. Caroline County had 50.1 persons per 
square mile and Talbot County had 58.0 persons per 
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square mile in 1948, their respective ranks being 
fifteenth and thirteenth in the State. Both counties 
are thinly populated throughout. 


The population of Caroline County according to 
election districts, as of 1940, was as follows: 


Phiseriee 1... benderson. .-.. 3.0... 1,568 
Pyistrict 2. Greensboro... ....2.6.2 a. 2,445 
Petrieeo.- DENTON... 52. 3,255 
SHIGE 4. F FEStOR 2302 6k 2,241 
District 5, Federalsburg...................... 3,348 
Bustrict. 6. Fllshoro: 35.64.28. 1-515 
19 ay RRS 7 5 RR 1,786 
District 8, American Corner .............. 1,391 


The population of Talbot County according to elec- 
tion districts, as of 1940, was as follows: 


Distriet=t— Mastonse-3- 8 ie. 7,733 
District 2, St. Michaels.......::...5....6.... 3,370 
PISENIGH Ge. L TAPCO; acon so ee. 3,034 
Peers]. Chapel. 2,614 
District 56, Bay Hundred ..........:.:....... 2,033 


Easton is the largest community in the area with a 
population of 4,528 in 1940. Smaller concentrations of 
population occur at Federalsburg and Denton in 
Caroline County. The population for this area was 
almost static for the 20-year period between 1920 
and 1940. A significant loss of population was experi- 
enced between 1940 and 1943, probably due to the 
fact that no war industries were located in the area. 


In 1940, the residents of Caroline County were 53.4% 
rural nonfarm and 46.6% rural farm. At the same time, 
the residents of Talbot County were classified as 24.1% 
urban, 40.1% rural nonfarm, and 35.8% rural farm. 


Nonwhite persons, numbering 8,099, made up 25.1% 
of the population of the two counties in 1945. 


The hospital at Easton is the only facility in this 
area. Within a radius of 1214 miles from Easton the 
entire population of Talbot County and a portion of 


- Caroline County are located. Outside the radius there 


are approximately 13,850 residents of Caroline County, 
on the basis of its population. 


Transportation 


Highways from Caroline County run into Easton 
or are connected with roads which do. The highways of 
Talbot County radiate from Easton, which is located 
at the approximate center of the County. The Pennsyl- 
vania Railroad has lines serving the two counties. Most 
of the traffic from the ferries at Matapeake and Love 
Point to the southern part of the Eastern Shore moves 
through Easton. 


Industry and commerce 


There are no heavy industries in this area. A high 


percentage of the residents are engaged in farming. 


The Baltimore Association of Commerce listed a 
milk company, several manufacturers of buttons, and 


several canning companies as offering employment. 


The income per capita of the residents of Caroline 


County for 1940 was $473.42, making it the fourteenth 
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county in the State in this respect. In 1945, the income 
per capita rose to $1,054.28, making it the tenth county 
in the State in this respect. The per capita income of 
the residents of Talbot County was $584.75 in 1940, 
ranking it fifth in the State. Per capita income in- 
creased to $1,380.67 in 1945, raising it to second county 
in the State in this respect. 


Physicians 


There are 13 physicians practicing in Caroline Coun- 
ty. They are distributed as follows: 


Federalsburg.............. 2 Goldsboro.) 5.850. 1 
Diet a 3.5 A acs 5 Greensboro.................. 1 
ROMO 8 ee isee scales 3 1 an OY 5 See ee a 3 


Their average age is 43 years. On the basis of the 
County’s population in 1943, there was one physician 
for every 1,234 persons. 


There are 21 physicians residing in Talbot County. 
In addition, five physicians whose residence is outside 
the County practice at the Easton Memorial Hospital. 


The physicians are distributed as follows: 


Hastones cia: 11 oval Oakes ae: 3 
Queen Anne................ it ‘Prap pel. cee 2 
St. Michaels .............. 5 Henman i. ets 1 


On the basis of the County’s 1943 population, there 
was one resident physician for every 771 persons. 


Combining the populations and physicians of the 
two counties, a ratio of one physician to every 948 
residents is established. 


GENERAL HOSPITAL FACILITIES 
EASTON MEMORIAL HOSPITAL 


The Easton Memorial Hospital was established in 
1916. It is owned and operated by a nonprofit associa- 
tion. The Board of Trustees consists of 14 members 
whose terms are for one year. The Board is self- 


perpetuating. It has full approval of the American 
College of Surgeons. Its nursing school has State-ap- 
proval. 


Area served: An analysis of patients served shows the 
following: 46.5% reside in Talbot County, 21.38% 
in Caroline County, 13.5% in Queen Anne’s County, 
and 4.7% in Dorchester County. Other areas account 
for the remaining 14%. 


Buildings: The buildings have been in service for 30 
years and are not considered fire-resistant. 


Bed capacity: The normal capacity of this hospital is 
87 beds and 16 bassinets. At the time of the survey, 
there were 108 beds and 25 bassinets in service. Nor- 
mally 20 beds are reserved for nonwhite patients, but 
at the time of the survey 25 beds were in use. 


Utilization: The rate of occupancy based on normal 
bed capacity was 90.4%; based on the bed comple- 
ment it was 72.8%. The average length of stay per 
patient was 9.8 days. A breakdown of patients by diag- 
nosis revealed the following: 
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Number of patients Per cent 

Medicine 790 yar pl 
Surgery 644 19.3 
Obstetrics 420 12.6 
Pediatrics 552 16.6 
Orthopedics 218 6.5 
Gynecology 244 7.3 
Urology 242 7.3 
Eye, ear, nose, and 

throat 224 G21: 
Totals 3,034 100.0 


Medical staff: The Medical Staff is organized, having 
elected officers. Appointment to the Medical Staff is 
made by the Board of Directors on the recommendation 
of the Staff. Privilege to do major surgery is granted 
on the basis of the candidate’s having had residency in 
surgery and a minimum of one year of experience. 


Personnel: The personnel consists of 121 full-time 
employees and five part-time employees. On the basis 
of normal capacity, this establishes a ratio of 1.4 em- 
ployees per bed. In addition, there are five volunteer 
workers. 


Educational activities: A nursing school is conducted. 
The director of the training school is also the director 
of nursing services. At the time of the survey, 23 stu- 
dents were in training. Affiliations are established at the 
Johns Hopkins Hospital for training in pediatrics and 
at the Delaware State Hospital for training in psychia- 
try. 


Building plans: This hospital reported a projected 
building program under which the addition of 100 
beds is contemplated. 


Conclusions 


The area of Talbot and Caroline counties has suff.- 
cient population and income to support its own hospital 
facilities. The Easton Memorial Hospital, which now 
uses 108 beds, although its normal capacity is 87 beds, 
has under consideration plans to add 100 beds. The 
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area qualifies as an intermediate area on the basis of 
the projected hospital construction and the popula- 
tion of the combined counties. 


The large segment of residents of Caroline County 
that lives more than 1214 miles from the nearest hospital 
is in need of a facility. The Caroline County Medical 
Society has committed itself to the support of a com- 
munity health center to be located at Denton. The 
projected plan includes space for the public health 
facility and a small unit of approximately 15 beds. 


Recommendations 


It is reeommended that Talbot and Caroline counties 
be classified together as an intermediate area. It 
should have 129 beds, in order to establish a ratio of 
4.0 beds per 1,000 population. However, on account 
of its strategic location with relation to not only the 
immediate area but also the entire central portion of the 
Eastern Shore, it is recommended that 50 additional 
beds be allocated to this area from the pool, bringing 
the total allocation to 179 beds. Considering the normal 
bed capacity at the Easton Memorial Hospital against 
the allotment of 179 beds, there exists an unmet need 
of 92 beds. 


The Easton Memorial Hospital has reserved 238% 
of its beds for nonwhite patients. Since the nonwhite 
population made up 25.1% of the total population 
of the area, as of 1945, it is required that this propor- 
tion be maintained in the apportionment of new beds. 


It is recommended that a public health center be 
constructed at Denton, but that no hospital unit be 
included. This is in line with the opinion that a small 
facility is inefficient to operate, cannot easily secure 
qualified personnel, and frequently has difficulty in 
screening patients for the purpose of limiting admis- 
sions according to its limited facilities. Ambulance 
service from Caroline County to the hospital at Easton 
will bring the residents within a safe time limit of 
adequate facilities. 


WASHINGTON COUNTY 
INTERMEDIATE AREA NUMBER 2 


Population Change from previous period Change over 1920 

1948: 69,890 1,052 increase 17.1% increase 

1940: 68,8388 2,956 increase 15.38% increase 

19380: 65,882 6,188 increase 10.4% increase 

1920: 59,694 

Nonwhite population Per cent nonwhite Per capita income 

1945: 1,817 2.6 1945: $1,160.51 

1940: 1,790 2.6 1940: $ 578.71 

Classification of residents, 1949 

Urban Rural nonfarm Rural farm 

47.2% 34.6% 18.2% 

Land area: 462 square miles 

Population per square mile, 1948: 151.3 

County seat: Hagerstown Poputation 1940: 32,491 

1930: 30,861 

Births in hospitals as per cent of total births, 1945 

Total White Nonwhite 

71.6 Act 62.5 

General hospital facilities 

Institution Location Beds 

Washington County Hospital Hagerstown 142 

Fleming Eye, Ear, Nose and 

Throat Hospital (special) Williamsport 26 


———— 
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Geographic considerations 


Washington County lies between Pennsylvania on 
the north and West Virginia on the south, with Alle- 
gany County on the west and Frederick County on the 
east. The eastern and western boundaries have been 
established along mountain ridges which, while they 
are crossed by highways, are natural barriers to con- 
venient travel. 


Its land area is 462 square miles, which makes it the 
eighth county in the State in size. Some portions of the 
County are hilly. The balance is suitable for farming. 
Large areas are used for agriculture and dairy farming. 


Population 


The population was 69,890 in 1943, which represented 
an increase of 17.1% over the County’ s population in 
1920. With a density of 151.3 persons per square mile, 
the County ranks sixth in the State. 


In 1940, the population of Hagerstown was 32,491, 
or 47.2% of the total for the County. It is the County 
Seat and is located at the approximate center of the 
County. In addition to Hagerstown, there were eight 
communities in the County having populations ranging 
from 404 to 1,772 in 1940. The largest of these was 
Williamsport, located southwest of Hagerstown on the 
Potomac River. 


The entire County is populated, there being no large 
areas without inhabitants. As the distance from 
Hagerstown increases, however, the density of popula- 
tion decreases. Map 2 shows that 60,000 people re- 
side within a 12'4-mile radius of Hagerstown. Ap- 
proximately 5,000 residents in the western extremity 
and 4,000 in the southern portion live beyond the 121%- 
mile radius. 


Nonwhite persons, numbering 1,817, made up 2.6% 
of the population in 1945. 


The population of Washington County according to 
election districts, as of 1940, was as follows: 


Lhserict. 1, Sharpsburg............-::...:.2. 1,813 
Distriet —2,..Williamsport...........:....... alee 
District 3, Hagerstown....................:. 6,125 
Wistrice .4> Clear Spring... a. 35 
ishwiet.< 5, Fl ancoeles ccc 5s ss ccc 2,988 
istrict G, BOOnsporo........o0.0sccs.. 2,309 
District =r, “Cavetowns<3 2:3 i 2,044 
District... 8; Rohrersville..: 3. oo... 1,366 
Diswicte. 9. Leitersburg *...................... 1,288 
District. 10; Funkstown:. ..0-).-....c3:.. 1,889 
Distriet Lh Sandy Hook... 2: 1,428 
District 12, Tilghmanton.................... 1,618 
District 18, Conococheague................ 1,729 
Dristrict 14, Ringpold. on. ..2c53023....0c040. 1,662 
istrict 15, Indian Spring’... ...2..2..:.. 1,566 
District 16, Beaver Creek.................... 1,085 
District: 17. Hagerstown... .2i 4,932 
District 18, Chewsville..........00.0000000... 1,230 
District 19, Keedysville.............000..... 945 
District 20,. Downsville.:..2.3.3...0-058 856 
Distriet-2l, Bacerstowns. 2. <.0.ée.:soc00h: 5,702 
District 2a, Hagerstown ....:.....0.c0ci6:.. 6,102 
IDISTICHE LO, WISOMSe ial ee 1,074 
Distriet-24,- Elagerstown: 3:.5)5..38 25.2 4,687 
District: 25, Hagerstown....<..0-h0.i. 1,139 
District. 26, -Palfwayick i eacinaw ie. 1,769 


In 1940, the residents were classified as 47.2% 
urban, 34.6% rural nonfarm, and 18.2% rural farm. 
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Transportation 


Highways and railroads converge in Hagerstown from 
all parts of the County. The Baltimore and Ohio Rail- 
road, the Western Maryland Railroad, the Pennsyl- 
vania Railroad, and the Norfolk-Western Railroad 
furnish rail service to Hagerstown. Local and long- 
distance bus lines furnish transportation to Hagerstown 
from all parts of the County and State. 


Industry and commerce 


There are numerous industries in Hagerstown. 
Manufactured products range from aircraft and pipe 
organs to clothing, machinery, and mineral products. 


The only industries located outside of Hagerstown 
are two in Williamsport. 


Other communities are small trading centers for the 
farm population. 


The per capita income for Washington County was 
$578.71 in 1940 and $1,160.51 in 1945. In 1940 it ranked 
seventh among the counties of the State with respect 
to per capita income. In 1945 it was eighth in the State. 


Physicians 
The residents of Washington County have available 


the services of 65 physicians. They are distributed as 
follows: 


Hagerstown.............. 52 Clear SpE oo) ec, 2 
Smithspure 0 of. i Boonsboroscaiiek acc 2 
Kunkstowitics 5,02 1 Hancock bow. 3 
Sharpsburg.................. je Willramsport5e yi 


Their average age is 50 years. On the basis of 1943 
population, the County had one resident physician 
for every 1,075 persons. 


The Washington County Hospital reported a staff 
membership of 66. Three staff members live in Pennsyl- 
vania and one in Baltimore. The remaining 62 are 
from Washington County, which would indicate that 
all but three of the physicians of the County are 
affiliated with the hospital. Twelve physicians hold 
Specialty Board certification. 


Classification of staff physicians by type of practice 
is as follows: 


Medicine...........::....6- 41 Gynecology and 
Pediatrics sas: 4 ODStCERICS 43.6020 1 
RALNOOR Ye sas 1 Surgerys as ee 6 
Dentistry:...o8 cee 1 Roentgenology............ 2 
Genito-urinary............ 1 Eye, ear, nose, 
ANSSCHOSIA 6.5.0. eh. 0a0¢-- 1 andvuthroat cnuetrs 7 
Orthopedies.......,........ 1 


From the standpoint of medical services, Washington 
County is adequately supplied. 


GENERAL HOSPITAL FACILITIES 
WASHINGTON COUNTY HOSPITAL 


The Washington County Hospital, located in Hagers- 
town, is owned and operated by the Washington Coun- 
ty Hospital Association, a nonprofit association. It 
was organized in 1905. 
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It has specialized departments for obstetric, pedia- 
tric, orthopedic, eye, ear, nose, and throat, and skin 
and cancer services. 


The American College of Surgeons has given this 
hospital full approval. Its nursing school has State- 
approval. 


The Board of rPtigtees 3 is made up of nine members | 


whose terms are unlimited. When vacancies occur, due 
to resignation or death, the remaining members elect 
a successor. 


A group of 120 women, known as the Ladies’ Aux- 
iliary, supplies linens and assists with the school of 
nursing. 


Area served: During the year reported, 88.0% of the 
patients discharged were residents of Washington 
County, 8.7% were from Pennsylvania, and 2.0% from 
West Virginia. The remaining patients were from other 
counties and states. 


Buildings: The buildings are of brick, stone, and steel 
construction. The most recent construction was com- 
pleted in 1985. 


Bed capacity: The normal capacity is 142 beds, but 
additional beds were installed as the demand occurred, 
until at present there are 185 beds in use. Ten beds 
are reserved for nonwhite patients. Forty-eight bassi- 
nets are in use. 


Utilization: The rate of occupancy, based on the normal 
bed capacity, is 123.6%. For the period reported, the 
average length of stay per patient is 10.385 days. 


Patients discharged were in the following classifica- 


tions: 
Number of patients Per cent 
21 3 


Medical 1,145 

Surgical 2,292 42.6 
Obstetric 990 18.4 
Pediatric 576 10:7. 
Other 874 7.0 
Totals 5,377 100.0 


Medical staff: The Medical Staff is organized. Officers 
are elected annually. Standing committees function in 
the divisions of Medical Records, Internes, Resi- 
dents, Laboratories, Surgery, and Obstetrics. There is 
also an Executive Committee which acts on Staff 
problems and a Joint Conference Committee which 
serves as liaison between the Staff and the Administra- 
tion. Appointment to membership on the Staff is 
made annually by the Board of Trustees on rec- 
ommendation of the Staff. 


Privileges to do surgery or to work in the specialties 
are granted on the basis of Specialty Board certifica- 
tion, Fellowship in the American College of Surgeons, 
or three years of postgraduate work in the field. 


Personnel: Two hundred and fifty-five full-time em- 
ployees and two part-time employees make up the 
personnel. This is a ratio of 1.8 employees per bed, on 
the basis of the normal bed capacity. 


Educational activities: At the time of the field survey, 
efforts were underway to obtain approval for training 
internes and residents. It was reported later that 
such approval had been granted as of December 8, 1946. 
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The nursing school has full State-approval. Fifty- 
two students are now in training. Affiliation is main- 
tained with Sheppard and Enoch Pratt Hospital in 
Baltimore for training in psychiatry. 


While there is no formal course offered, students 
have been accepted in the laboratories. Some of these 
students were certified later as registered laboratory 
technicians. 


Building plans: The administrator reported the fol- 
lowing building program considered as desirable and 
practical: 


1. One-story addition to third floor Administration 
Building, south extension, for a modern pediatric 
unit with solarium above serving the fourth floor. 


2. One-story addition to third floor Administration 
Building, north extension, to provide expansion 
of laboratory and X-ray facilities, solarium above 
serving the fourth floor. 


3. Nurses’ residence and education building, 100 to 
125 beds. 


4. Power house and equipment with capacity for 
long-range plan. 


5. An addition with a capacity of 100 hospital beds. 


Items 1 and 2 would release areas which could pro- 
vide about 25 additional beds, making a total increase of 
125 beds. Additional space would be provided for the 
operating room suite by relocating delivery and labor 
rooms in the 100-bed addition. This would provide a 
better emergency room, physical therapy facilities, and 
administrative offices. 


The Hospital rents to the County Health Depart- 
ment a building adjoining the Administration Building. 
ies building contains only about one half of the space 
needed. 


Sufficient land owned by the Hospital is available 
for all of the present and long-range planning. When 
practicable, the Hospital will acquire residences in the 
area to meet the needs of employees. Lack of these 
facilities has hampered the recruitment of employees. 


FLEMING EYE, EAR, NOSE AND THROAT HOSPITAL 


This hospital had a capacity of 26 beds and was 
privately owned and operated. It was established in 
19438. Work was limited to the field of eye, ear, nose, 
and throat. 


Since completion of the field survey, this hospital 
has been closed. Considerable work had been done 
originally in converting it from a dwelling to a hospital, 
and it is probable that it will be reopened as a hospital. 
Because of this potentiality, some details are included 
herein. 


Area served: Sixty per cent of the patients were resi- 
dents of the local area. Approximately 5% were resi- 
dents of Maryland outside the local area. Thirty-five 
per cent were residents of West Virginia and Pennsyl- 
vania. Some physicians from Pennsylvania and West 
Virginia, who referred cases to this hospital, assisted 
Dr. Fleming with the work. For the period reported, 
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the occupancy rate was 35.8% and the average length 
of stay per patient was 4 days. 


Building: While the construction is of inflammable 
materials, and the original building quite old, the 
hospital has been renovated and is modern in appear- 
ance. 


Conclusions 


Hagerstown is the trading and medical center of the 
County. It is easy of access from all points. 


The County meets all qualifications as an inter- 
mediate area. The standard for intermediate areas of 
4.0 beds per 1,000 population justifies a total of 280 
general hospital beds in the County. 


The differential between the normal bed capacity 
and the standard requirements is 112 beds. With 26 
beds at the Fleming Eye, Ear, Nose and Throat 
Hospital out of service and 43 extra beds already in use 
in the Washington County Hospital, this area must be 
given a high priority. 


Should the Fleming Hospital be converted to other 
uses, the allotment to this area will be increased by 26 
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Ei if sufficient local matching funds are made avail- 
able. 


Because of its diversity of industries balanced with a 
large population of farmers, the economy of the area 
is believed stable. 


Seventy-one and six-tenths per cent of all births in 
the County were in hospitals, indicating a general 
acceptance of hospitals by the public. Seventy-one 
and seven-tenths per cent of births to white mothers 
were in hospitals and 62.5% of births to nonwhite 
mothers were in hospitals. 


Recommendations 


It is recommended that Washington County be classi- 
fied as an intermediate area. 


It is reeommended also that 112 beds be installed as 
an addition to the Washington Hospital. 


Since nonwhites make up 2.6% of the population of 
this County, it would be required that three of the new 
beds be reserved for the use of nonwhite patients. 
Inasmuch as ten beds already are reserved for non- 
whites the new beds need not be specifically assigned. 


WICOMICO COUNTY 
INTERMEDIATE AREA NUMBER 8 


Population Change from previous period Change over 1920 

1948: 32,960 1,570 decrease 17.0% increase 

1940: 34,530 3,301 increase 22.6% increase 

1930: 31,229 3,064 increase 10.9% increase 

1920: 28,165 

Nonwhite population Per cent nonwhite Per capita income 

1945: 7,152 A a | 1945: $1,316.29 

1940: 7,495 21.7 1940: $ 617.09 

Classification of residents, 1940 

Urban Rural nonfarm Rural farm 

38.6% 32.1% 29.4% 

Land area: 380 square miles 

Population per square mile, 1943: 86.7 

County seat: Salisbury Population 1940: 18,313 
1930: 10,997 

Births in hospitals as per cent of total births, 1945 
Total White Nonwhite 
69.8 82.4 33.9 
General hospital facilities 
Institution Location Beds 
Peninsula General Hospital Salisbury 177 


Geographic considerations 

Wicomico County lies around the southwest corner 
of the State of Delaware. Its entire northern boundary 
is common with Delaware. A small projection of the 
County runs north between the western boundary of 
Delaware and the eastern boundary of Dorchester 


County. Almost the entire western boundary of the 
County is made up of the Nanticoke River, which 
separates it from Dorchester County. Wicomico Coun- 
ty lies north of Somerset County and is partially 
separated from it by the Wicomico River. The County’s 
surface is generally flat. With a land area of 380 square 
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miles, it ranks fourteenth among the counties of the 
State. 


Population 


The population of this County in 1943 was 32,960. 
An increase of 22.6% was experienced between 1920 
and 1940; however, a reversal of trend was experienced 
eh 1940 and 1948, when a loss of 4.5% was re- 
corded. 


The population is concentrated largely in and around 
Salisbury, which is the County Seat. It serves as the 
principal trading center for this and the surrounding 
counties, and for a part of the State of Delaware. 


The entire County is populated, there being no large 
vacant areas. The population density in 1943 was 86.7 
persons per square mile, making it the ninth county in 
the State in this respect. 


Nonwhite persons, numbering 7,152, made up 21.7% 
of the population in 1945. 


The population distribution in the County by 
election districts was reported in 1940 as follows: 


Distriet 1, Barren Creek .3)...0005.5.5: 1,595 
District 2. QU aNtICO ses skies 931 
District 3, PEAS III Ge ae ete 1,263 
District 4 Pivisuure. so ce, 1,478 
District"; Parsons os See 6,861 
District’ Gj Dennis 663 is osc: 737 
District > Ty cP rappesieiconticdsetais: 940 
Disiriet .°3;) Nutters: sh eee 1,094 
District 9, Salishury..2 ek 5,106 
District 10, Bhat ptowh sacs 1,173 
District. 11, Delmar 2 ee 2,009 
District 12, Nanticoke: a 1,485 
District 3;Camden. 4... ee 5,585 
District: 14; Willards 1,234 
District. EeOTON. = siete ee 1,885 
District: 16, Fruitland: oe 1,654 


In the same year the residents were classified as 38.6% 
urban, 82.1% rural nonfarm, and 29.4% rural farm. 


Transportation 


Salisbury is the hub of the highways and railroads of 
this part of the State. From Salisbury they radiate to 
the principal communities in Worcester, Somerset, and 
Dorchester counties and run north to Philadelphia. Bus 
service is maintained to most of the surrounding com- 
munities. 


Industry and commerce 


Eighteen manufacturing plants are located in this 
County, principally in Salisbury. Six of these manu- 
facture shirts and four operate canneries. 


Salisbury is the center of the large poultry-raising 
and vegetable-growing businesses. In 1940 its popula- 
tion was recorded as 18,318. 


Physicians 


There are 86 physicians residing in Wicomico Coun- 
ty. They are distributed as follows: 


ALB DUPY: $. 05.0 iadsciscc 29 Moardela iis). 2iai8 1 
Wuinolern Glico, aoetnes < 2 HIGDON acca see een ab 

ClNACLS ee it IWINARGSS oe Ses 1 
WHAT POOWE. 2.5 <fiicssshass 1 
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Their types of practice are as follows: 


Eye, ear, nose, 
and throat.............. 4 
UNPOPY 0 ssn ae 6 


General medicine ....18 
j 4 


Their average age is 48 years. On the basis of the 
County’s population in 1943, there was one resident 
physician for every 916 patients. In addition, one 
physician from Delmar, Delaware, practices in the 
County. 


GENERAL HOSPITAL FACILITIES 
PENINSULA GENERAL HOSPITAL 


The Peninsula General Hospital, located in Salis- 
bury, was founded in 1903. It is operated by a non- 
profit association. Its Board of Directors has a member- 
ship of 18, whose term of office is one year. Election 
to membership on the Board is by means of a public 
meeting held annually. The Junior and Senior Auxiliary 
Boards, with a total membership in the neighborhood 
of 90, are engaged in enterprises for the raising of funds 
which are used for the purchase of new equipment. 
Support is also given this hospital by the Kiwanis, 
Rotary, Lions, and Elks Clubs. From time to time, 
other clubs and church organizations throughout 
the County make contributions. 


This hospital is fully approved by the American 
College of Surgeons. It conducts a State-approved 
school of nursing. 


Area served: On the basis of the period reported, 
55.8% of the patients treated were from Salisbury 
and Wicomico County; 20.0% from Worcester County; 
8.7% from Somerset County; and the remainder from 
other states, including Delaware and Virginia. 


Building: The building is constructed of brick and 
stone and is classified as fire-resistant. Additions to 
the building were made in 1920 and 19388. 


Bed capacity: The normal capacity is 177 beds. Thirty 
beds are reserved for nonwhite patients. 


Utilization: The rate of occupancy was 74.2%, and 
the average length of stay per patient was 8.1 days. 
Of the births occurring in this County, 69.8% were in 
hospitals; 82.4% of births to white mothers and 33.9% 
of births to nonwhite mothers occurred in hospitals. 


For the year reported, the patients were diagnosed 
as follows: 
Number of patients Per cent 


Medical 903 15.3 
Surgical 1,819 30.8 
Obstetric 1,929 32.6 
Pediatric 856 14.5 
Other 405 6.8 
Totals 5,912 100.0 


Medical staff: The Medical Staff is organized and has 
elected officers. Membership to the Staff is granted by 
the Board of Directors on recommendation of the 
Staff. Privilege to do major surgery is granted by 
the Board on the basis of Specialty Board certification, 
or a minimum of two years of postgraduate training 
at an approved institution. 
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Personnel: The personnel is made up of 172 full-time 
and three part-time employees, establishing a ratio of 
0.98 employee per bed. 


Educational activities: At the time of the survey, two 
internes and two residents were employed on a one- 
year rotating basis. 


As of the date of the survey, 38 students were 
in training. The school affiliates with Johns Hopkins 
Hospital for training in pediatrics and with Sheppard 
and Enoch Pratt Hospital for training in psychiatry. 


Building plans: This hospital reports a projected build- 
ing program which would include the addition of 100 
new beds, a new boiler house and a nurses’ home. The 
estimated cost at the time of reporting was $800,000. 


Conclusions 


On the basis of a population of 32,960 and with a 
hospital having more than 100 beds, this area fully 
qualifies as an intermediate area. The standard of 4.0 
beds per 1,000 population for intermediate areas would 
qualify this area for 182 beds. It already has 177 beds. 
However, the official population of this County does 
not reflect the true picture of the population served by 
the Peninsula General Hospital. 
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Salisbury is the marketing center for Wicomico and 
the surrounding counties and for the southern portion 
of Delaware. Travel and freight hauling through this 
area contributes to the need for hospital facilities. 


In spite of the fact that the number of existing beds 
is already in excess of not only the standard for an inter- 
mediate area, but also of the State standard of 4.5 
beds per 1,000 population, the rate of occupancy in 
Peninsula General Hospital is high. This js a reflection 
of the number of people who depend on this hospital 
for service. The short length of stay reported is in- 
dicative of the rapid turnover of patients resulting 
from pressure to get other patients admitted. There- 
fore, it was concluded that the need for beds in this 
area is greater than normal and that an allocation 
of beds must be made from the pool. 


Recommendations 


It is reeommended that this area be classified as an 
intermediate area and that 70 beds be allocated from 
the pool, bringing the bed capacity to 247. In order to 
maintain an equitable assignment of beds on the basis 
of the County’s nonwhite population in 1945, it will 
be necessary that 15 of the new beds be reserved for 
nonwhite patients. 


WORCESTER COUNTY 
RURAL AREA NUMBER 6 


-—— pans SES at 
Population Change from previous period Change over 1920 
1943: 19,201 2,044 decrease 13.9% decrease 
1940: 21,245 379 decrease 4.8% decrease 
1980: 21,624 685 decrease 38.1% decrease 
1920: 22,309 
Nonwhite population Per cent nonwhite Per capita income 
1945: 6,029 1945: $1,347.48 
1940: 6,670 1940: $ 598.45 

Classification of residents, 1940 

Urban Rural nonfarm Rural farm 

12.9% 48.3% 38.8% 

Land area: 483 square miles 

Population per square mile, 19438: 

County seat: Snow Hill Population 1940: 1,926 
1930: 1,604 

Births of hospitals as per cent of total births, 1945 
Total White Nonwhite 
39.1 61.9 9.1 


Geographic considerations 


Worcester County is located in the southeastern 
corner of the State. In the east it fronts on the Atlantic 
Ocean. Its northern extremity is bounded by the State 
of Delaware on the north and Wicomico County on the 
west. The western extension is bounded on the north 


by Wicomico County and on the west by Somerset 
County. On the south the boundary is common to 
Virginia. 

The surface is flat and lends itself to farming. It 
is the seventh county in size in the State, having 483 
square miles of land area. 
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Population 

In 1943, Worcester County had a population of 
19,201. This was the lowest point since 1920 when the 
population was recorded as 22,309. Since 1920 there 
has been a small decrease recorded in each decennial 
census, the total loss between 1920 and 1943 being 
3,108, or 18.9%. 


The nonwhite population, numbering 6,029, con- 
stituted 31.4% of the County’s population, in 1945. 


In 1943 the population density was 39.8 persons per 
square mile. In this respect, this County ranked twenty- 
first in the State. 


As of 1940, the residents were classified as 12.9% 
urban, 48.3% rural nonfarm, and 38.8% rural farm. 


The population was distributed in 1940, according to 
election districts, as follows: 


Triswiet 1; Costene 63.6), Gk 4,311 
District 2. Snow Hl i ie ck 3,674 
District..<8, Wast- berlin: -osac 2,888 
District. 4; Newark... 1,056 
District: 6. Sti Maran. 20505. ok 1,451 
District. -6;-Colbourne4) "4. 583 
District--7, -Atkinsons. 27.0). ee 704 
Districts! StocKtonr.c a ee 2,209 
District=9;-West Berlin 2,002 
District 10, Oeeai Gity.. eens 2,037 
Transportation 


A main highway, Route 118, crosses the County from 
the southwest to the northeast through Pocomoke City 
in the south, Snow Hill in the center, and Berlin in the 
north. Other highways, running from points on the 
coast and from Virginia in the south, cross the main 
highway at Pocomoke City, Snow Hill, and Berlin and 
extend to Salisbury in Wicomico County. 


Bus and rail lines supply service between the com- 
munities in the County and .to Salisbury. 


Industry and commerce 

Farming is the principal occupation, which includes 
poultry raising, fruit growing, and truck farming. Some 
residents find employment in canning factories. 


The summer resort business centered around Ocean 
City is a source of income and employment. 


During the harvest season transient labor is im- 
ported, supplying a source of business for the local 
merchants, but at the same time presenting social 
problems such as need for medical care and hospital 
facilities. 

With a per capita income of $598.45 in 1940, the 
County ranked fourth in the State. In 1945 the per 
capita income was $1,347.48, making it the third county 
in the State in this respect. 


Physicians 

Fourteen physicians are located in the County. 
Their ages range from 28 to 68, with seven being 40 
years of age or less. They are distributed as follows: 


nate OTe eos coos cszscyist 3 
ISOC ee ee te ee 4 
STOW BELLS rate ere ene Tey 3 
Pocomoke City... ..25.6... ccc. 3 
Sto Chon axe ei ee 1 
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One physician specializes in eye, ear, nose, and throat, 
and another in chests. All others are general practi- 
tioners. 


The ratio of physicians to population is one to every 
1,372 persons. 


GENERAL HOSPITAL FACILITIES 


At present there are no hospitals located in Worcester 
County. The Peninsula General Hospital at Salisbury 
reported that 1,186, or 20%, of its patients are resi- 
dents of Worcester County. 


Related to the total population of the County, this 
shows that one out of every 16 residents was a patient 
in the Salisbury hospital during the year. This ratio 
indicates a rather general education to the use of 
hospital facilities. 


The relative distances between the principal com- 
munities in Worcester County and their distances from 
near-by hospitals are as follows: 


Salisbury: to Berling 31-5.6.5).. en. 24 miles 
Salisbury to Snow Hilly ee: 18 miles 
Salisbury to Pocomoke City............ 26 miles 
Pocomoke City to Snow Hill.......... 13 miles 
Snow. Hll-to Berlin. 2.....273 sesso 16 miles 
Pocomoke City to Berlin ................ 29 miles 
Ocean City to Berlin. 2.3383. 8 miles 
Pocomoke City to Crisfield.............. 26 miles 


None of the residents of this County live within a 
ek abd radius of the hospitals at Salisbury or Cris- 
eld. 


Conclusions 


With a population of nearly 20,000, Worcester 
County qualifies as a rural area. Ranking third in the 
State in per capita income, Worcester County should 
be able to support a hospital. This support will de- 
pend on the quality of service maintained as compared 
with service available at the hospital in Salisbury. 


The distances to hospitals in Crisfield and Salisbury 
are not too great to travel for medical care since there 
are no difficult natural barriers, and highways are 
usually passable throughout the year. 


The hospital at Salisbury is very busy, with an 
occupancy rate of 74.2% and an average length of stay 
per patient of 8.1 days, serving its local area and parts 
of the surrounding counties and part of the State of 
Delaware. It has projected an expansion program, 
which contemplates the addition of 100 beds which 
will relieve the present problems. A hospital located 
at either Snow Hill or Berlin would furnish some relief 
to the crowding at the Salisbury hospital. 


The location of a hospital in Snow Hill would have 
the advantage of being almost midway between Berlin 
and Pocomoke City. Located at Berlin it would serve 
Ocean City and Snow Hill, but it would be 29 miles from 
Pocomoke City. 


Snow Hill, therefore, would be the logical location 
for a hospital for Worcester County if funds and 
physicians and other personnel are available and if local 
support is given. 


a 
Ee ee eae 
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A committee of local citizens has organized for the 
purpose of building a hospital in Berlin. It is reported 
that some funds already have been raised for this 
purpose. 


Some difficulty might be experienced in organizing a 
staff. It should be organized around the physicians 
now practicing in Snow Hill, Berlin, and Ocean City, 
with privileges extended to ‘those in Pocomoke City. 
Some dependence would have to be placed on con- 
sultants coming from Salisbury. 


Recommendations 


It is recommended that Worcester County be classi- 
fied as arural area. On the basis of a rural area ratio of 
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2.5 beds per 1,000 population, it should have 48 beds. 
On account of the influx of summer vacationists and 
transient farm labor, it is reeommended that 12 beds 


be allocated from the pool. 


It is recommended that the hospital be located at 
Snow Hill. If sufficient funds cannot be raised to 
pay two thirds of the cost of the hospital at Snow Hill, 
there is no serious objection to locating it at Berlin. 


The whole proposition of whether or not a hospital 
should be constructed in this County with the ac- 
companying problems of staff and personnel should be 
weighed against the advantages of supporting the pro- 
jected expansion at the Salisbury hospital. 


Section 3. Regional Integration of Facilities 


Hospitals generally have two spheres of service. 


The first sphere is the local community comprised of 
the town or city in which it is located and the in- 
habitants of near-by residential areas. The extent of 
this immediate hospital service area is affected prin- 
cipally by the nearness of other communities which 
maintain hospitals with comparable facilities and 
medical staffs. 


The second sphere extends beyond the immediate 
service area to include other communities whose 
hospital facilities and medical staff are limited to a 
narrower field. This broader field of service for the 
purposes of this survey was termed the “region” of 
service. 


The nucleus of a region is the principal hospital in the 
area which meets the standards for a hospital in a dis- 
trict or base area. The designation as a base or district 
hospital may be given one or more hospitals fulfilling 
the requirements in a community. 


A district hospital is one having more than 100 beds, 
departmental physical and staff organization, and 
effective standards sufficient to assure a high quality 
of service. 


A base hospital is defined as one having a teaching 
program approved by the American Medical Associa- 
tion’s Council on Medical Education and Hospitals, 
functioning in conjunction with a medical school, or 
one having a minimum of 200 general hospital beds, 
and offering at least two or more approved residencies. 


The object of delineating regions was to establish a 
plan of integration of hospital facilities so that com- 
munities with limited service would know where to 
look for services not available locally. 


After a study of the existing facilities along with 
geographical factors and trading and travel habits, the 
service areas were grouped into what were considered 
logical regions. 


Each region was given the name of the community in 
which the base or district hospital facilities for the 
region were located. 


Map 4 shows the regions as established. 


Cumberland Region 


The Cumberland Region includes Garrett and Alle- 
gany counties. 


At present, there are no hospitals located in Garrett 
County, but one is planned to be established in Oakland. 
This hospital cannot be expected to care for more than 
medical, obstetric, and uncomplicated surgical cases. 
Services for X-ray interpretations and pathological 
diagnoses will have to be arranged either on a part-time 
basis or by reference. 


Such services are available at the Memorial and the 
Allegany Hospitals in Cumberland. 


The Reeves Clinic at Westernport limits its work 
to the field of eye, ear, nose, and throat. Residents 
from this area who require other services will travel to 
Oakland or to Cumberland, depending on the serious- 
ness of their condition. 


Miners Hospital at Frostburg has limited facilities, 
and the practice of going into Cumberland for major 
work already has been established. 


Residents of the southern portions of Somerset and 
Bedford counties in Pennsylvania in the past have 
traveled to Cumberland for services outside the scope 
of their local hospitals. Records of the Cumberland 
hospitals show that many residents of northern West 
Virginia use the Cumberland hospitals. 


Residents of the eastern section of Washington 
County use their local hospital at Hagerstown and 
travel to Baltimore for service not available locally, 
so this area was not placed in the Cumberland Region. 


Allegany Hospital and Memorial Hospital, each 
having more than 100 beds, qualify as district hospitals. 


It was concluded, therefore, that the Cumberland 
Region, consisting of Garrett and Allegany counties, 
logically and practically would constitute a region. It 
is expected, however, that there will be occasions when 
it will be necessary to refer patients to the base hospitals 
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GENERAL HOSPITALS 


in Baltimore for facilities and service of specialists not 
available in Cumberland. 


Baltimore City Region 

The Baltimore City Region, with Baltimore City as 
the regional base, was designed to include those areas 
which are totally dependent upon the hospital facilities 
of Baltimore City for service and those which look 
largely to Baltimore City for services which are not 
available locally. Included in the region, therefore, 
are the areas of Washington County, Frederick County, 
Cecil County, Calvert County, St. Mary’s County, and 
the counties making up the Baltimore Base Area. 


Each of the counties included in the region, but out- 
side the Baltimore Base Area, has a hospital facility of 
limited service, making it necessary that certain types 
of cases be referred elsewhere. 


In Baltimore City, the teaching hospitals, along with 
the other hospitals which are highly organized from 
the standpoint of physical arrangement, facilities, and 
medical staff, are in a position to render services not 
available in the outlying portions of the region. 


The transportation and trading patterns for this area 
center in Baltimore, making it an integrated region. 


For these reasons, the Baltimore City Region was 
delineated as described above. 


District of Columbia Region 


The District of Columbia Region includes the three 
counties of Maryland which lie in a semicircle around 
the District of Columbia. They are Montgomery, 
Prince George’s, and Charles counties. 


There is one hospital at La Plata in Charles County. 
Prince George’s County has three hospitals and Mont- 
gomery County has three. The largest of these hospitals 
is the Washington Sanitarium and Hospital at Takoma 
Park. 


This entire area has become densely populated 
primarily by reason of its proximity to the District of 
Columbia. Its travel and trading patterns radiate 
from the District of Columbia, and practically all 
endeavors are secondary to and dependent on activities 
in Washington. 


Tt 


In the District of Columbia there are several large 
hospitals with complete facilities which are in a position 
to fill the needs not available in the three counties. Be- 
cause of the close relationship between the counties 
and the District of Columbia, they have been included 
in the District of Columbia Region as defined above. 


Easton Region 

The Easton Region was designed to include Kent, 
Queen Anne’s, Talbot, Caroline, and Dorchester 
counties. 


There are three hospitals in this region, the largest of 
which is the Easton Memorial Hospital, which is at 
the approximate center of this region. While the Easton 
Memorial Hospital at present has 87 beds, the addi- 
tional facilities which are now contemplated by the 
hospital management will increase its capacity to 
187 beds. 


Highways and rail service connect Easton with the 
other communities in the region. It is the nearest com- 
munity of importance to the eastern terminal of the 
Chesapeake Ferry lines. 


It was concluded, therefore, that Easton is the logical 
point to designate as the location for the district hospital 
for the region. 


Salisbury Region 


The Salisbury Region consists of Somerset, Worces- 
ter, and Wicomico counties. 


Almost all travel from these counties and from the 
southern extremity of the peninsula moves toward and 
through Salisbury. 


The hospital at Salisbury, with 177 beds, is well 
organized. It has physicians practicing in the various 
specialties. A building program is contemplated which 
would increase its bed capacity. 


Salisbury is the trading center of the area, which 
also includes the southern portion of Delaware. 


For these reasons, the Salisbury Region was estab- 
lished as described above. 


Chapter 7. TUBERCULOSIS HOSPITALS 


1X institutions in the State maintain services for the 
treatment of patients with a primary diagnosis of 
tuberculosis. Four of these are State-owned, and two 
are owned and operated by nonprofit organizations. 
In addition, one general hospital maintains a depart- 
ment for the treatment of tuberculous patients ‘Table H 
and Map 5). 


These institutions maintain a total of 1,883 beds. 
The tuberculosis section of the Baltimore City Hospitals 
has a capacity of 280 beds. Of these, 140 reserved for 
nonwhite patients are not considered acceptable, 
and therefore, have been excluded from the total. Of 
the 1,748 acceptable normal bed capacity, 1,194 beds 
are for white patients and 549 for nonwhite patients. 
Summary of existing facilities 

The State Sanatorium at Henryton, which is reserved 
for nonwhite patients, has space for 181 beds not 
in use. This total resulted from a count of beds actually 
out of service plus areas which were not previously 
used as bed space. Sixty-five of the beds out of service 
were in a new wing which is equipped and will be 
put into use when personnel can be found. A building 
which was constructed some years ago for child patients 
is out of service. If this building is remodeled for use 
as a children’s hospital, it will have a capacity of 
about 40 beds. The balance of the space not in use 
is not equipped. 


The State Sanatorium at Sabillasville, with a capacity 
of 528 beds, has only 442 beds in service. Due to a 
shortage of personnel, three pavilions were closed in 
April 1947, accounting for 60 of the beds out of service. 
Twenty-one beds in a section of the new hospital were 
also not in use. Admission is limited to white residents 
of Maryland. 


Convalescent patients are being housed in the hospital 
which is equipped for acutely ill patients, because 
sufficient staff is not available for service required by 
acutely ill patients. Additional personnel would make 
it possible to transfer to the pavilions the patients who 
are able to wait on themselves, thereby providing 
beds in the hospital for the acutely ill patients on the 
waiting list. 


The pavilions are wocd structures which were built 
at a time when unheated open shelters were considered 
proper facilities for tuberculous patients. Their bed 
capacity was included with the total for the Sanatorium, 
but they are not considered satisfactory. They should 
be taken out of service as soon as beds in better struc- 
tures can be established. 


The State Sanatorium at Mt. Wilson, ten miles from 
Baltimore, has a capacity of 210 beds. Admission is 
limited to white residents of Maryland, except in the 
surgical section. Eleven surgical beds are reserved for 
nonwhite patients. The surgical section containing a 
total of 23 beds is closed, due to shortage of personnel. 


The State Sanatorium at Salisbury has a capacity of 
78 beds which are intended for the use of white resi- 


1The classification as unacceptable refers to the structure in 
which the patients are housed and not to the service. With 
the acute need for beds in this category, this unit is indispensable 
until replacements are made available. 
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dents of the Eastern Shore. A cottage containing space 
for 18 beds is out of use, reducing the number of beds 
in service to 60. 


The Mt. Pleasant Hospital, located at Reisterstown, 
is a member agency of the Associated Jewish Charities. 
Its capacity is 50 beds. Admissions are limited to white 
patients. 


Eudowood Sanatorium (Hospital for Consumptives of 
Maryland), located at Towson, has a capacity of 194 
beds and accepts only white patients. 


The summary of normal bed capacity and beds in 
use is as follows: 


NORMAL BEDs IN SERVICE 
INSTITUTION BED CA- 
PACITY Total White Nonwhite 

State Sanatoria: 

MenTViON.. <0 ee, 538 357 ~- 357 

DavvlasviNes so sion 523 442 442 — 

BEd, WU MSON 5.2. cbt naa ciaep 210 187 187 — 

COLELLO hep te 78 60 60 — 
Mt. Pleasant Hospital............ 60 60 60 oe 
Eudowood Sanatorium .......... 194 194 194 — 
Baltimore City Hospitals ...... 280* 280 140 140* 
Total beds .233.6 0050 1,883 1,580 1,083 497 
*Less unacceptable beds at 

Baltimore City Hospitals.. 140 140 — 140 
Total acceptable beds ............ 1,748 1,440 1,083 357 


A department containing 100 beds for white tuber- 
culous mental patients is maintained at the Springfield 
State Hospital at Sykesville. At the Crownsville State 
Hospital, for nonwhite mental patients, a section con- 
taining 38 beds for tuberculous patients is in use. Ina 
new building at Crownsville, original plans called for 
the reservation of 80 additional beds for tuberculous 
patients. This building will be put into service in the 
near future, but the 80 beds will not be used as originally 
planned because the need does not justify such action. 


Tuberculosis beds in mental hospitals were not con- 
sidered as a part of the total available in this category 
since their use is limited to patients from the mental 
hospitals and not available to the general public. 


The Veterans’ Administration has purchased a site 
in Baltimore on which it plans to construct a 300-bed 
tuberculosis hospital for veterans. While the admission 
of patients to this facility will not be limited to resi- 
dents of Maryland, it can be expected that, because of 
its availability, it will be used by veterans who are 
residents of Maryland. It will relieve to some degree 
the demand on the existing hospitals. 


Bed standards based on tuberculosis deaths 


The United States Public Health Service set up in 
its regulations the generally accepted maximum stand- 
ard of 2.5 tuberculosis beds per average annual death 
from tuberculosis over a five-year period. This is the 
minimum standard established by the American 
Trudeau Society, a national association of physicians 
specializing in tuberculosis, and by the Medical Section 
of the National Tuberculosis Association. 


In a report on the Maryland Tuberculosis Sanitoria, 
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contained in the Capital Improvement Program for 
Maryland,1 it is stated: 


With the recognized minimum of one bed per death per 
year, it is apparent that the present capacity ... totals a 
figure which would seem sufficient to meet the needs. 
Inasmuch, however, as the ratio between the negro and 
white cases is not in the same ratio as the facilities pro- 
vided, more beds for colored patients are required. The 
white population is apparently cared for adequately. 


It is apparent that the former State standard, upon 
which an impression of adequacy of existing facilities 
had been based, is only 40% of the present accepted 
standard. 


_ Deaths in Maryland from tuberculosis for the period 
1940 to 1944, inclusive, were as follows: 


Total White Nonwhite 


ih | Sabenee tert ea Braga qr ok 1,302 683 619 
si: I ae en eae Sie er mee 1,256 635 621 
y FF 1 SEE iy ne eee eee SR 1,263 654 609 
DotO CG tool 1,250 667 583 
1 Ie naa erin oe rR feciee, ee 1,285 686 599 
PIL s, ccras ia ky uae 6,356 3,825 3,031 
Annual Average.............. eae 665 606 


Per Cent by Race............ 52.3% 47.7% 


On the basis of 2.5 beds per annual death from tuber- 
culosis, the need was computed as follows: 


Total White Nonwhite 


‘Total beds needed: .3..02:i20....28 STL 1,662 a Basa hiss 
Existing acceptable beds............ 1,743 1,194 549 


Additional beds needed.............. 1,434 468 966 


On the basis of normal bed capacities, considering 
only the beds in acceptable buildings, the standard of 
2.5 beds per tuberculosis death is met only to the 
extent of 54.9%. Classified according to their avail- 
ability by race, the standard is met up to 71.8% 
for white patients and 36.2% for nonwhite patients. 


Tuberculosis deaths by place of occurrence 


A compilation of deaths from respiratory tuber- 
culosis during 1943 and 1944, published in Hospitals, 
August 1946, revealed that in Maryland the distribu- 
tion was as follows: in general hospitals, 26.1%; 
tuberculosis hospitals, 37.1%; homes, 29.5%. 


With the exception of the Baltimore City Hospitals, 
no general hospital in the State admits known tuber- 
culosis patients. It must, therefore, be concluded that 
the deaths from tuberculosis reported by general 
hospitals were largely cases admitted undiagnosed or 
under circumstances justifying the setting aside of the 
hospital rules. 


It is interesting to note the close relationship of the 
previous Maryland standard of one bed per tuberculosis 
death at 40% of the United States Public Health Serv- 
ice standard and the number of deaths occurring in 
tuberculosis hospitals at 37.1% of the total deaths from 
tuberculosis. 


Case finding 
The fact that only 37.1% of the deaths from tuber- 
1“Six-year Capital Improvement Program for Maryland,” 


Maryland State Planning Commission and Department of Budget 
and Procurement, January, 1941. 
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culosis occurred in tuberculosis hospitals in 1948 and 
1944 strongly indicates a failure in case finding, in- 
adequacy of facilities, and a lack of public education to 
the benefits and safety of institutional isolation. 


The organizational arrangement under which all 
counties and the City of Baltimore have functioning 
health departments provides the means by which cases 
can be found. 


County health officers disclosed that a total of 486 
clinics were held during the year reported. This is an 
average of 21 clinics per county per year. The aver- 
age number of visits per clinic was 18, the total being 
8,399. These figures do not include community surveys 
by mass chest X-ray. 


The clinics conducted by the Department of Health 
of Baltimore City reported 11,980 visits during 1945. 


Records of the Department of Health show that re- 
ports of cases found come from clinics, private physi- 
cians, and other institutions in approximately equal 
numbers. 


Waiting lists 

With the shortage of beds in this category, it was 
surprising to find that lists of patients waiting for ad- 
mission were small. On the basis of the number of 
names on the waiting lists, the number of additional 
beds needed would not be justified. 


It was learned from people actively engaged in this 
field that two factors account for the small waiting lists 
and both are direct results of inadequate facilities. 


The general knowledge that there is a long wait until 
admission to a hospital is possible causes many people 
to despair of obtaining such service in a reasonable 
length of time. As a result, many do not file applica- 
tions. 


The sequel to this attitude is that those who do ap- 
ply wait long periods for admission during which time 
their conditions deteriorate with the result that death 
frequently occurs shortly after admission. This gives 
weight to the very prevalent impression that people 
go to tuberculosis hospitals only to die. Efforts to 
educate the public to the viewpoint that tuberculosis 
is curable under proper treatment and care are thus 
defeated. 


If adequate case-finding measures could be instituted 
and sufficient beds made available, cases found could be 
admitted promptly rather than in the terminal stage 
of the disease. Patients would file applications and 
waiting lists would turn over rapidly. At the same time, 
the public impression with regard to hospitalization for 
tuberculosis would change. 


Unfortunately, the existing facilities are put to the 
least effective use when admissions are largely limited 
to patients who are beyond reasonable expectation of 
recovery. The only benefit of a limited program is the 
isolation of the infected person. 


Admission procedures 


Admission to the three State-owned tuberculosis 
hospitals for white patients is arranged through clinics 
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conducted throughout the State. Private physicians 
may certify patients for admission. Assignment of 
white patients to the institutions is done through the 
office of the General Superintendent at Sabillasville. 


Nonwhite patients are certified for admission in the 
same manner. Their applications are directed to the 
Superintendent of the Henryton Branch. 


None of the hospitals has medical-social service 
workers. When patients are discharged, they are re- 
ported to the local health district whose personnel 
follow up the cases. 


State building plans 


In reply to an inquiry with regard to building plans, 
the following reports were obtained: 


Location Plans 
Henryton.............. Kitchen and quarters for employees 
Sabillasville.......... 1 building to house employees and service 


departments; 1 wing for 120 beds 
Mt. Wilson.......... None 
Salisbury... ....:...... 50 additional beds 


During the 1947 session of the General Assembly, no 
applications for construction funds were filed by any 
of the State Tuberculosis Sanatoria. A request was 
made for maintenance funds in the amount of $18,000 
for renovation at the State Sanatorium at Sabillasville. 
These were the only funds appropriated for the Mary- 
land Tuberculosis Sanatoria, aside from the regular 
operational budgets. 


Administration of State Sanatoria 


The four State-owned tuberculosis hospitals until 
recently have been under the direction of a Board of 
Managers of ten members. The Governor, Comptroller, 
and Treasurer were ex-officio members. The remaining 
seven nonsalaried members were appointed biennially 
for terms of six years. 


The Superintendent of the State Sanatorium at 
Sabillasville functioned as general superintendent of 
the other three institutions, each of which was under 
the immediate direction of a medical superintendent. 


Recently, with the retirement of the General Super- 
intendent, the Board adopted a resolution requesting 
that the institutions be placed under the jurisdiction 
of the State Department of Health, and that the Board 
of Managers be discharged. The Legislature took the 
recommended action. 


Area served 


The use of all beds for tuberculous patients in the 
State are limited to residents of the State, with the ex- 
ception of a few at EKudowood. 


Nonwhite patients from all parts of the State must 


_ travel to Henryton for hospitalization. Nonwhite resi- 


dents of Baltimore City are admitted to the tuber- 
culosis section of the Baltimore City Hospitals, where 
140 beds are reserved for them in a building which, be- 
cause of its condition, should be taken out of service 
as soon as replacements can be constructed. 


It was found that white residents from all parts of 
the State were admitted to the three State-owned hospi- 
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TABLE R: DISTANCE FROM POPULATION CENTERS TO NEAREST 
AVAILABLE STATE TUBERCULOSIS SANATORIUM 


whe ; 
DISTANCE (MILEs) 


CouNTY STARTING POINT - — 
Mt. Sabillas- Salis- | Henryton? 
Wilson! ville} bury} 
Allegany...... Cumberland....... 82 120 
Anne Arundel .| Annapolis......... 36 53 
Baltimore. .... (EOWHOM  6:. 45s ou 20 35 
Baltimore City | Center............ 15 60 26 
Calvert.3..3 fa. Prince Frederick ... 70 81 
Caroline...... PONTOON sci eee 41 883 
Carroll... 4-3. Westminster....... 40 17 
OF | ie reeee Sakae BO IR eons eke 92 83 
Charles os 5.4 ae Pinta oir a. 82 86 
Dorchester. ...| Cambridge........ 33 1033 
Frederick ..... Frederick. ........ 24 27 
Garrett....... Oakland. o.5.522.. 139 177 
Harford....... PI AGr Oat ane eddy eee 36 53 
Howard: 3%... Ellicott City ...... 16 17 
Rants hatha. cs Chestertown....... 80 928 
Montgomery ..| Rockville ......... 41 25 
Prince George’s | Upper Marlboro. .. 47 60 
Queen Anne’s..| Centerville. ..5.... 64 768 
St. Mary’s ....| Leonardtown...... 105 109 
Somerset...... Princess Anne ..... 13 1493 
abot. 22% ics SACOM ace. /.isrs sy 48 883 
Washington ...} Hagerstown....... 15 53 
Wicomico ..... Salisbury.<c.i2s5 ..: 0 136% 
Worcester..... Snow: Bul. cee 18 1548 


1For white patients. 
2For nonwhite patients. 
8Excluding bay-crossing distance. 


tals in spite of the fact that the branch at Salisbury 
is primarily intended for white residents of the Eastern 
Shore. 


A study was made of the distance between the hospi- 
tals and the centers of the counties and Baltimore City. 
The findings are shown on Table R. 


Patients from St. Mary’s County, for whom the 
hospital at Mt. Wilson is the nearest, must travel 105 
miles between their homes and the institution. Those 
from Oakland in Garrett County, for whom the 
hospital at Sabillasville is nearest, must travel 139 
miles. 


Nonwhite residents are forced to travel even greater 
distances to the hospital at Henryton. From Cumber- 
land, the distance is 120 miles. Residents of Worces- 
ter County on the Eastern Shore must travel 154 miles 
in addition to the bay crossing. 


These distances indicate a very definite need for a 
better distribution of facilities. Such improved distri- 
bution will reduce expense of travel, add to the con- 
venience of visitors, and as a result increase the num- 
ber of patients who will accept institutional care when 
recommended. At the same time, it will probably re- 
duce the number of patients leaving the institutions 
against advice. 


Types of facilities and priorities 

Under Priorities, Part IV, precedence is given con- 
struction of tuberculosis facilities planned as additions 
to general hospitals. One important illustration of the 
desirability of such procedure is the utilization of beds 
for nonwhite tuberculous patients. 


There are 357 beds in service for nonwhite tuber- 
culous patients in the entire State outside the Baltimore 
City Hospitals. In spite of this fact, the waiting list 
at Henryton contained only 45 names on April 9, 1947. 


In contrast to this situation, the administration of 
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the Baltimore City Hospitals found it necessary to 
allocate beds for tuberculous patients between white 
and nonwhite patients. It was explained that other- 
wise all of the beds would be occupied constantly by 
nonwhite patients. It seems likely that because of 
convenience and possibly greater confidence attached 
to a general hospital, the applicants more readily ac- 
cept hospitalization in a department of a general hospi- 
tal located in an urban area than in an isolated institu- 
tion limited only to the care of tuberculous patients. 


Tuberculosis is now recognized as a preventable and 


curable disease. Under recently developed mass X-ray | 


programs, cases are found in their incipiency and may 
be treated at home, or at hospitals for reasonably short 
periods. Surgical treatment has reduced the period of 
hospitalization. There is the possibility that the need 
for facilities in this category may be reduced to the 
point where the sections of hospitals constructed for 
this purpose may eventually be converted to other 
uses. This is an important factor in constructing 
tuberculosis facilities as additions to general hospitals. 


General hospitals have operating rooms and personnel 
available for the surgical procedure now used in treat- 
ing tuberculosis. Tuberculous patients are subject also 
to acute illness and accidents, which require general 
hospital care. Duplication of ancillary facilities can be 
avoided by a close relationship between the two types 
of institutions. 


The disruption of the life of the patient and of his 
family when institutional care is required, on which is 
superimposed the fact that facilities are only available 
at an inconvenient distance, are deterrents to accepting 
hospitalization. ; 


These factors were given consideration in determin- 
ing that additions to general hospitals be awarded 
‘‘A”’ priority and new installations at new locations 
“B” priority. It is expected that better geographic 
distribution of facilities will thus be established. 


Apprehension is held by some people with respect 
to establishing tuberculosis facilities in general hospi- 
tals. They feel that the tuberculosis department will 
be treated as a stepchild. This feeling is based on the 
fact that in the past the tuberculous patient was 
avoided by the general hospital. Like the mental 
patient, when found within the hospital, the tuber- 
culous patient was discharged promptly. 


This attitude is attributable to the fact that proper 
facilities for such patients were not a part of the 
hospital. Personnel was not trained in this field. The 
doctors largely shared the viewpoint of the hospital 
administration, looking at the tuberculous patient as a 
case to be referred to the State Sanatorium. As a re- 
sult, training and experience in the field of tuberculosis 
have been very limited. 


The establishment of a department for tuberculosis 
in a general hospital and the inclusion of training and 
experience for nurses and internes and staff members, 
coupled with the newer more positive techniques, in- 
cluding surgery, would be insurance against a stepchild 
attitude toward the department in a general hospital. 


Distribution of new tuberculosis hospital beds 
Having concluded that a better distribution of 
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facilities for the care of tuberculous patients was 
needed, efforts were directed to devising a plan for the 
allocation of beds to locations which would bring about 
such better distribution. 


It was concluded that the factors which were con- 
sidered when consolidating the general hospital service 
areas into the regions, such as, convenience of travel, 
absence of natural barriers, and trading habits, would 
be of equal importance in locating new tuberculosis 
facilities and determining regions to be served by such 
facilities. The same regions and regional centers were 
therefore designated (Map 4). 


Since deaths from tuberculosis were used as the base 
for determining the need for facilities, the distribution 
of new beds was made on the same basis. 


A report of deaths from tuberculosis by county and 
by race was obtained from the Bureau of Vital Statis- 
tics of the State Department of Health. A tabulation 
of these data by counties, grouped by regions, is shown 
in Table S. 


The existing acceptable beds are equivalent to 54.9% 
of the total number considered to be necessary. As 
stated previously, the determined need for white 
patients is met up to 71.8%; whereas, for nonwhite 
patients, only 36.2% of the need is fulfilled. 


The priority schedule, discussed in Chapter 12, pro- 
vides for construction of tuberculosis facilities. Over a 
period of time the schedule should equalize the existing 
facilities and needs, the only limiting factor being avail- 
ability of funds. 


TUBERCULOSIS HOSPITALS 
MARYLAND TUBERCULOSIS SANATORIUM, SABILLASVILLE 


The Maryland Tuberculosis Sanatorium at Sabillas- 
ville is situated in the northwestern corner of Frederick 
County, close to the Maryland-Pennsylvania state line. 
It was opened in 1908 and was the first State-owned 
sanatorium for the care of tuberculous patients. 


It is 65 miles from Baltimore, 18 miles from Hagers- 
town, and 23 miles from Frederick. 


Area served: Admission is limited to white patients who 
are residents of Maryland. White residents of all 
parts of the State are admitted to this institution. 
For the year ending June 30, 1945, 46.6% of the 
patients admitted were residents of Baltimore City. 


Bed capacity: The institution has a normal capacity of 
523 beds. 


Utilization: During the period for which the report was 
submitted, 444 patients were discharged and 89 died, 
making a total of 533. This indicates a turnover of 
slightly more than one patient per bed per year. The 
533 patients discharged or died received an average of 
252 days of service. On the basis of normal bed capacity, 
the occupancy rate was 94.2% for the year reported. 


Medical staff: The Medical Staff consists of the Super- 
intendent and five full-time resident physicians, on a 
salary basis. 


Personnel: The total personnel includes 158 full-time 
employees and two part-time employees, establishing a 
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TABLE S: BEDS NEEDED FOR TUBERCULOUS PATIENTS BY COUNTY, REGION, AND RACE, ACCORDING TO 1945 TUBERCULOSIS DEATHS! 


TOTAL WHITE NONWHITE 
REGION Beds Needed Beds Needed Beds Needed 
Deaths at 2.5 Deaths at 2.5 Deaths at 2.5 
1945 Per Death 1945 Per Death 1945 Per Death 
Cumberland Ree he : 
Wea MNCM CT pe aces Estria gi oan oe da! nee erdsaee oy ard Bia 3 7.5 3 RR, 0 0.0 
Fin TUE NS ao aE i Ph I a IN ea ra 16 40.0 15 37.5 1 2.5 
PUMGION AYE OWAER = 0) clo cece ein eae Meleiace he 19 47.5 18 45.0 1 2.5 
Baltimore City 
Rp reaeRINE AINE SES doo Shs, vk hog) sees wee bs 20 50.0 18 45.0 2 5.0 
JTLT SESE BES eee 2 18 45.0 14 35.0 4 10.0 
Seat EE ee ee en as a coe ahs ois Gheia gaan 12 30.0 10 25.0 2 5.0 
CTS Cn Re A ASST ie RNP ote ee 8 20.0 3 eo 5 12.5 
BSS CONE Se ae Ce are a ee ee 18 45.0 8 20.0 10 25.0 
FEM A PERPRUNEIN sere Aare) Sahih re: tinge Ghackte + o.0 ci Wlecd ee genes 38 95.0 21 62-5 LT 42.5 
Pareaieetn ape yr Be ed SE Wn hie eg one 64 160.0 43 107.5 21 52:..5 
TTR yea ES a aS SI Wc a 12 30.0 4 10.0 8 20.0 
UEP ORM nae ed Bak eee ste oe ees kate we wee es 16 40.0 13 82.5 3 T5 
MN ET aeRO AS eg 54 ha SD gs wlolioraardt gata 13 82.5 8 20.0 5 12.5 
Re IRRRCEMG MNES ooo pate sal Sie bwisras Sears a0 ewe ale’ 773 1,932.5 349 872.5 424 1,060.0 
WEHESIONT AE <cROVBRER 8 os chacs Sin th e we hem 992 2,480.0 491 1,227 .6 501 1,252 .5 
District of Columbia 
Me RPAR WARNING ers ere ie ara ae ea tail ore wets ote, 32 80.0 20 50.0 12 30.0 
IPMN et ig acerca notice aan 40 en Cae MS 41 102.5 27 67.5 14 35.0 
Re ese re al ui chg ing Weide, aiate7n re a4 alee ee are 12 30.0 5 12.5 7 17.5 
JST OSPR IGG yO 9 SRE ie eS 85 212.5 52 130.0 33 82.5 
Easton 
aR Me a let Rt ora See toca Satna lara cinia Gnd Shore aie eee 6 15.0 1 2.6 5 1255 
REISE PURREI OS Ble 2 ooo oes os carci 2 ae. ae WRN See wR 12 30.0 5 12.5 fi) 17.5 
PRAM Ee ence ae ai oe cio ies boas see ha 12 380.0 4 10.0 8 20.0 
Sererrtieraee are. et re ee ee ot hhleate ole 12 30.0 8 20.0 4 10.0 
REPECRR CE erent eee he Aas co Secaiar alae veioaln: ale 0 acaia le tater 19 47.5 8 20.0 fl 27.5 
EEICTOUNEA Ty BOVPAESS ©, 5 ocstrc cies eke el Slavale hcl Pac 61 152.5 26 65.0 35 87.5 
Salisbury : 
DEORE EOE PE verre ee DAS at d Sid. vie Mialalage Siete 23 57.5 13 $2.5 10 25.0 
NIECE ee cee ogre a eas shaie wfeveyalat panier 14 35.0 6 15.0 8 20.0 
SON INURE PE ae ON iat end. nse gk cae. dae aiwehe eves asd We 24 60.0 11 27.5 13 32.5 
EEIICICINEATS 2 E CHORES ia Sicicd tole s dsl sce hive: sveaie’s 61 1525 30 75.0 31 (7.5 
RE OAES oor ance weal deg ies havea bierniae Sawer 1,218 8,045.0 617 1,542.5 601 1,502.5 


1Maryland State Department of Health, Bureau of Vital Statistics. 


ratio of 0.3 employee per bed. One hundred and eleven 
employees are quartered in the institution. 


Educational activities: A school for practical nurses is 
in operation. The course covers two years’ training 
and qualifies the student for a State license in practical 
nursing limited to the care of tubercular patients. At 
the time of the survey, there were only two students in 
training. The school is set up for 20 students. In 1941, 
20 students were graduated. In 1944 only one student 
completed the two-year course. 


MARYLAND TUBERCULOSIS SANATORIUM, MT. WILSON 

The Mt. Wilson Branch of the Maryland Tuberculo- 
sis Sanatorium was opened in 1925. It is owned and 
operated by the State of Maryland and is located in 
Baltimore County near Pikesville, ten miles from Bal- 
timore City. 


Area served: Admissions are limited to white residents 
of the State of Maryland, except in the surgical section 
where eleven beds are reserved for nonwhite tubercular 
patients needing surgical care. Records show that 
patients are admitted from all parts of the State. 
Residents of Baltimore City make up 51.5% of all 
admissions. Residents of Baltimore County account for 
10.8% of all admissions. 


Bed capacity: The normal bed capacity of this in- 
stitution is 210 beds. 


Utilization: Patients in other State tuberculosis hospi- 
tals who are in need of surgical care are supposed to be 
transferred to this institution. Due to lack of personnel, 
the surgical department is closed. 


During the year ending June 30, 1945, 256 patients 
were discharged and 83 died, making a total of 289. 
This is a turnover of 1.4 patients per bed per year. On 
the basis of normal bed capacity, the occupancy rate 
for the year was 91.1%. The average stay of patients 
discharged or died was 242 days. 

Medical staff: The Medical Staff consists of the Super- 
intendent and two full-time salaried resident physicians. 
Three thoracic surgeons make up the Visiting Staff. 
They are on a salary basis. 

Personnel: The personnel consists of 104 full-time and 
seven part-time employees. Considering the part- 
time employees on a 50% basis, this is a ratio of 0.5 
employee per bed. 


Educational activities: There is no educational program. 


MARYLAND TUBERCULOSIS SANATORIUM AT HENRYTON 


The Maryland Tuberculosis Sanatorium at Henryton 
is owned and operated by the State of Maryland. It 
was opened in 1923. It is located in Carroll County, 
approximately 26 miles from Baltimore City. 


Area served: Admission is limited to nonwhite resi- 
dents from the entire State. 
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Bed capacity: The institution has a normal capacity of 
588 beds. 


Utilization: For the year ending June 30, 1945, 248 
patients were discharged and 189 died, making a total 
of 437. On the basis of the normal bed capacity, the 
occupancy rate was 62.5% for the year reported. The 
average length of stay of patients discharged or died 
was 319 days. 


Medicai staff: The Medicai Staff consists of the Super- 
intendent and two full-time resident physicians along 
with three part-time physicians and a dentist, all of 
whom are on a salary basis. 


Personnel: The personnel, as of the date of the survey, 
was 146 full-time and 14 part-time employees. Con- 
sidering the part-time employees as being on duty 50% 
of the time, this establishes a ratio of 0.38 employee per 
bed. One hundred and twenty-six of the personnel are 
furnished quarters by the institution. 


Educational activities: A school for the training of prac- 
tical nurses in the field of tuberculosis is in operation. 
There were seven students in training at the time of the 
survey. Facilities are available for the training of a 
class of nine. 


MARYLAND TUBERCULOSIS SANATORIUM, SALISBURY 


Maryland Tuberculosis Sanatorium, located at Salis- 
bury in Wicomico County, is owned ‘and operated by 
the State of Maryland. It was opened in 1912. 


Area served: Admission is limited to white residents of 
Maryland, primarily for residents of the nine counties 
making up the Eastern Shore. For the fiscal year 1944, 
69.3% of the patients were from Wicomico, Worcester, 
Somerset, and Dorchester counties. 


Bed capacity: The institution’s normal capacity is 78 
beds. 


Utilization: During the fscal year 1944, 54 patients 
were discharged and 21 died, making a total of 75. 
This represents a turnover of approximately one person 
per bed per year. Based on the normal bed capacity, the 
rate of occupancy was 65.5% for the year reported. 


Medical staff: 'The Superintendent is the only physician 
employed at this institution. He is on a salary basis. 


Personnel: There are 27 full-time employees, making 
a ratio of 0.85 employee per bed. 


Educational activities: There is no educational program 
at the institution. 


EUDOWOOD SANATORIUM 
HOSPITAL FOR THE CONSUMPTIVES OF MARYLAND 


Eudowood Sanatorium, located at Towson in Balti- 
more County, was opened in 1896. It is a nonprofit 
corporation, managed by a Board of Directors. The 
Board consists of 18 members, six of whom are ap- 
pointed by the Governor and 12 are self-perpetu- 
ating. A Women’s Board, with 60 members, en- 
gages in projects for the purpose of raising funds for 
supplying equipment to the institution. 


The institution is assisted also by the Baltimore 
Tuberculosis Aid Society, American Legion Auxiliary, 
Rotary Club, Kiwanis Club, and others. 
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Area served: Admission is largely limited to residents of 
Maryland except in very unusual circumstances. Ad- 
missions are limited to white patients. A small de- 
partment made up of private rooms is open for the ad- 
mission of paying patients without restrictions as to 
residence. Patients for the year reported were largely 
residents of Maryland, 76.1% being from Baltimore 
City and Baltimore County and 21.5% from the other 
counties of Maryland. 


Bed capacity: The normal bed capacity is 194, 48 of 
which are for children. 


Utilization: During the year reported, 1438 patients 
were discharged and 33 died, making a total of 176. 
The average length of stay of patients discharged and 
died was 182 days. The occupancy rate was 80.3%. 


Medical staff: The Medical Staff is made up of the 
Superintendent and three part-time physicians, all of 
whom are on a salary basis. Patients are permitted 
to employ private physicians. 


Personnel: Eighty-nine full-time and 49 part-time em- 
ployees make up the personnel. Considering the part- 
time employees as being employed 50% of the time, 
this is a ratio of 0.6 employee per bed. 


Educational activities: The institution does not engage 
in any educational program. 


MT. PLEASANT HOSPITAL 


The Mt. Pleasant Hospital, located at Reisterstown, 
is a member agency of the Associated Jewish Charities. 
It was founded in 1908 as a nonprofit association. It is 
managed by a Board of Directors, consisting of 15 
members whose terms of office run for two years. The 
Board is self-perpetuating. 


Area served: Admissions are limited to white residents 
of the State of Maryland. Most patients are residents 
of Baltimore City. 


Bed capacity: It has a capacity of 60 beds. 


Utilization: The rate of occupancy was 86.5% for the 
year reported. The average length of stay was 107 
days. 


Medical staff: The Medical Staff is not organized. The 
Chief of Staff is appointed by the Board of Directors. 
He selects his own associates. Physicians other than 
the Resident Staff may treat private patients. The Con- 
sulting Staff includes specialists in genito-urology, 
roentgenology, dermatology, laryngology, and gastro- 
enterology. 


Personnel: The personnel consists of 22 employees, 
establishing a ratio of 0.4 employee per bed. 


Educational activities: There is no educational program 
in force. 


Building plans: ‘The Associated Jewish Charities, of 
which this institution is a member agency, is planning a 
large medical center to be located in the suburbs of 
Baltimore. This medical center will include facilities 
for the care of tuberculous patients. It is planned that 
at such time as the projected program materializes, the 
Mt. Pleasant Hospital will be converted to a con- 
valescent home. 


TUBERCULOSIS HOSPITALS 


Conclusions 


There is a serious deficiency of beds for the care of 
tuberculous patients, especially in facilities for non- 
white patients. 


The isolated locations of the existing hospitals have 
the disadvantages of being remote from the labor and 
supply sources and inconvenient for patients and visi- 
tors. New facilities should be distributed so that con- 
“eam access would be possible from all parts of the 

tate. 


Tuberculosis institutions with a capacity of less than 
200 beds ideally should be built close to or as parts of 
general hospitals. Those with capacities of more than 
200 beds may well be built as separate units. In 
either situation, they should include or have immediate 
access to general hospital facilities, both for the surgical 
treatment of the tuberculosis conditions and for the 
treatment of other conditions arising which require 
general hospital care. 


While surgery in the treatment of tuberculosis is 
not usually of an emergency nature, it is an important 
phase of the program and facilities and services must 
be readily available. 


Outpatient clinics are a necessary part of the pro- 
gram and should be a required part of an institution 
which admits tuberculous patients. 


The small lists of patients waiting for admission 
cannot be accepted as prima-facie evidence that there 
is no need for additional tuberculosis beds. The facts 
that existing facilities amount to only 54.9% of the 
standard, that important segments of those beds are 
not in use, that only 37.1% of the deaths in the State 
occur in tuberculosis hospitals, and that there are small 
waiting lists indicate: 

1. Need for more active and effective case-finding 

methods. 

2. Need for public education. 


3. Need for facilities sufficient to give assurance that 
the wait on the list will be short. 


The percentage of deaths from tuberculosis which 
occur outside the tuberculosis hospitals, 62.9%, in- 
dicates a high potential for the spread of the disease. 


The transfer of the tuberculosis hospitals to the State 
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Department of Health should revitalize the program by 
bringing together under one department: 


1. Case findings. | 

2. Medical care at the hospitals. 

3. Follow-up care and rehabilitation by close align- 
ment between the institutions and the public 
health nurses and medical-social workers. 

4. Health education. 


Equipment and renovation are need in all State 
tuberculosis hospitals. 


A program for the utilization of existing beds now 
out of service and for the construction of additional 
facilities should be coordinated with the case-finding 
program. An intensified case-finding program would be 
largely wasted effort if facilities are not made available 
for the care of found cases. 


Recommendations 

It is recommended that steps be taken immediately 
to do whatever is necessary to put into service existing 
beds which are not now in use. This means construction 
of quarters and higher salaries for employees. 


A program of renovation and modernization should 
be instituted where the cost of such procedure is not 
outweighed by advantages of total replacement. 


Funds should be appropriated for the construction 
of tuberculosis facilities, especially for nonwhite 
patients. 


Construction should be at locations close to com- 
munities from which personnel can be secured. 


Where tuberculosis departments are set up as parts 
of general hospitals, the State should assume the finan- 
cial responsibility for the operation of those depart- 
ments. 


Since a special committee of the State Planning 
Commission is now intensively surveying the tuber- 
culosis program in Maryland, the needed facilities 
and suggested distribution are considered tentative. It 
is expected that the report of the special committee 
will have considered the material contained in this re- 
port and that their findings and recommendations will 
be the basis for some significant revision in the alloca- 
tions of beds as developed on Table S. 


Chapter 8. FACILITIES FOR CHRONIC OR LONG-TERM PATIENTS 


N true conformity with the laws of compensation, 
medical science is creating a problem by solving one. 
Man’s success in obtaining longevity creates the prob- 
lem of caring for the chronically ill, most of whom are in 
the higher age groups, and of caring for those under- 
going a prolonged convalescence. In the last 60 
years, man’s life expectancy has been increased from 
34 years to 64.4 years. 1 


This lengthening of the span of life has increased the 
number of people in the higher age brackets (Table T) 


TABLE T: PER CENT DISTRIBUTION OF POPULATION OF MARYLAND 
BY AGE, 1900-1940* 


PER CENT DISTRIBUTION 


1940 1930 1920 1910 1900 


AGE GROUPS 


Wider Lbi.c cm aaencakta «os scokees 23.8 23:2 29.7 31.0 33.1 
UO SAS wien strc bc ttlstatuns pomeusia 49.7 47.8 47.9 48.5 47.9 
BOA asics menos liyniveral eee hcneps 19.7 18.1 17.3 15.8 14.4 
Gbeandoverces, A Asis sens 6.8 Bag, 5.0 4.7 4.2 
Not reportedtiiess csc aheles oe as — 0.2 0.1 Or 0.3 

SP ODAL aS oiulateos ants 100.0 100.0 100.0 100.0 100.0 


*United States Bureau of the Census, 16th Census of the United States, 1940. 


and, hence, the number having long-term illnesses. 
The full impact of this trend has not yet been felt. 


Science has accomplished this by devising improved 
means of piloting individuals through birth, childhood 
diseases, adolescence, reproduction, and some of the 
degenerative diseases of middle and advanced age. 
Preventive programs have reduced to a minimum the 
incidence and, hence, the hazard of diseases, such as 
malaria, typhoid fever, and small pox. With modern 
medicine and surgery and techniques for the control of 
living habits and body functions, many diseases which 
formerly were considered incurable or fatal, or left to 
ee of nature, are now curable or at least not 
atal. 


In an increasing number of illnesses, such as appen- 
dicitis and pneumonia, surgery and medicine usually 
can provide a prompt and definite cure. However, 
some conditions, such as diseases of the heart and 
arteries or kidneys, cancer, diabetes, asthma, and arth- 
ritis, while controlled to the point where they are not 
immediately fatal, frequently are not curable. The 
result often is a long period of convalescence or in- 
validism. 


The chronic or long-term diseases are those which are 
incurable or of long duration, limiting to varying de- 
grees the activities of the patient or causing total dis- 
ability. As a result of the successes in medical science, 
in which the law of the survival of the fittest has been 
modified, society now faces the problem of providing 
for those whom science has preserved without curing. 
In the same category and presenting many of the same 


oo of the Metropolitan Life Insurance Company, October 
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problems are those who have survived the diseases and 
dangers of an active life and have come to the later 
years of that life with the disabilities of old age. 


Many aged persons enjoy good health and the re- 
wards of a hard-earned rest by living off their pensions 
or savings. But a visit to homes for the care of the aged 
and to other types of nursing and convalescent homes, 
or a talk with the representatives of the Department 
of Welfare who assist in finding shelter for their chroni- 
cally ill and aged clients, supplies vivid testimony to 
the fact that man’s success in one endeavor is offset to a 
degree by his apparent failure in another. Some pro- 
gress has been made toward solving the problem of the 
care of the aged and chronics, but even a casual in- 
spection of the medical institutions of Maryland em- 
phasizes the inadequacy of facilities for their care. 


Today’s overwhelming demand for beds and services 
in all categories of medical institutions raises the ques- 
tion: Where shall provisions be made for the chroni- 
cally ill, the incurables, those having conditions re- 
quiring long periods of convalescence and rehabilitation, 
individuals with congenital disabling conditions, and 
those who are disabled by advanced age, all of whom 
may be grouped as patients with long-term illnesses? 


It is generally accepted that county homes or alms- 
houses are not proper places for these patients. 


Institutional care for patients with a long-term ill- 
ness only in recent years has been recognized as a dis- 
tinct medical field. Thinking in this respect has not 
yet produced a generally accepted solution. 


General hospitals today cannot admit the aged or 
those who have long-term illnesses. This is not a matter 
of option. There are not enough beds available in gen- 
eral hospitals to meet the demands of the short-term 
acutely ill cases applying. The inadequacy of general 
hospital facilities is documented earlier in this report. 


It is true that now techniques and drugs have ex- 
pedited diagnosis and shortened the period of hospital 
stay, but not nearly enough to offset the added loads 
otherwise imposed. 


Existing facilities 

There are 114 institutions in the State classified as 
chronic disease hospitals, nursing homes, and homes for 
the aged. Excluding institutions offering only domi- 
ciliary care, these were found to have in use 2,391 beds. 
Most of the nursing homes included were converted 
dwellings. 


Those offering insufficient nursing service or located 
in unsuitable structures were later eliminated. The 
final list of institutions considered acceptable num- 
bered only 35, with a total of 1,713 beds. 


Nursing homes 
The pressure to have convalescent patients discharged 


from general hospitals and dearth of facilities prevent- 
ing the admission of patients with diagnoses indicating 
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a probable long-term illness have resulted in the mush- 
rooming of nursing homes. 


Most nursing homes are proprietary and operated for 
profit. Some are beautiful structures with an air of 
luxurious cleanliness and refinement. From this degree 
of elegance, they range down the scale to a point where 
several “boarders” were found occupying cots in small 
buildings within the back yard chicken enclosure, with 
the chickens occupying the surrounding shanties. These 
conditions are a disgraceful indictment of the State of 
Maryland. 


Nursing homes can be classified in three groups. In 
the first group are fine structures, well equipped and 
with adequate service maintained. The second group 
is comprised of those which, with some remodeling and 
additional equipment and personnel, can eventually 
attain satisfactory standards of service. In the third 
group are those which are so limited as to structure 
and other features that there is no prospect of their 
ever attaining satisfactory minimum standards. These 
should be taken out of service as rapidly as other ac- 
commodations can be found. Under the licensing pro- 
gram, some have been eliminated but many are still 
in operation. 


The State Department of Health refuses to dignify 
institutions in this group by issuing even a temporary 
license to them. The Department is in the paradoxical 
position of having to permit such institutions to operate 
and, in so doing, to condone their services and facilities, 
while it is quite apparent that they are not fit places for 
the care of patients. To institutions in the second group, 
licenses are being issued on a temporary basis with 
stated conditions which must be met before the expira- 
tion of the limited period for which the license is termed. 


Until such time as suitable institutions are available 
to provide adequately for all those needing this type of 
institutional care, the Department of Health will not 
be able to close all of the unfit places. As the situation 
stands, some operators of private homes ask in defiance 
or in desperation, “‘Where will these patients go if we 
close and turn them out?”’ Being unable to suggest an 
alternative, the State reluctantly allows them to con- 
tinue with the hope that adequate facilities will event- 
ually come into being. 


The derogatory comments about nursing homes are 
statements of facts, as they were found to exist and are 
not intended to depreciate their importance. The nurs- 
ing homes, both proprietary and nonprofit, can play 
a most important role in supplying service in the field 
of chronic disease and convalescent care. Suitable 
institutions from the standpoint of structure, service, 
and facilities should be encouraged as a supplement to 
such service in the home, in the larger chronic disease 
hospitals, and in the special departments of general 
hospitals. Their place in a complete integrated plan 
for the care of long-term illnesses should be fully 
assessed. 


The vastness of the construction program required 
to bring the number of chronic disease hospital beds 
into some relationship with the number needed presents 
a financial problem which will require some time to be 
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met. The opening of suitable nursing homes presents 
a more immediate partial solution to the problem. 


Suitable nursing homes are those which are located 
in proper environment and which fully comply with 
the standards set up for licensing, with adequate medi- 
cal and nursing service, physical and occupational 
therapy, and space for recreation. 


STATE PROGRAM 


Official cognizance was taken of the need for institu- 
tions for the care of chronically ill when the Legislature 
enacted laws in 1943 and 1945, committing the State 
to the construction of three chronic disease hospitals 
(Appendices G and H). 


These enactments followed the survey of the alms- 
houses of Maryland made by the State Department of 
Welfare for the Legislative Council in 1940,1 and the 
report prepared by the Almshouse Commission. 2 


The three hospitals were intended at that time to 
have capacities as follows: Salisbury, 300; near Balti- 
more, 500; near Hagerstown, 500. Responsibility of 
these institutions was placed with the State Depart- 
ment of Health. 


The original appropriation for the three institutions 
was $2,500,000. When bids were taken for the con- 
struction of the first building to be erected at Salisbury, 
it was found that this one institution would entail an 
expenditure of $1,798,860 for construction. The con- 
struction of the other two hospitals was held up pend- 
ing the appropriation of additional funds. 


The Department of Health submitted to the 1947 
Legislature an application for appropriations for the 
construction of the two additional hospitals to be 
located at Hagerstown and Baltimore, but no construc- 
tion funds were made available. A sum of $45,000 was 
appropriated for engineering and architectural services 
on the Hagerstown project. 


In the application for appropriations, the estimated 
construction costs of the 500-bed Hagerstown hospital 
was set at $4,670,000. This is based on a construction 
cost of $9,340 per bed. In addition, it was estimated 
that the cost of construction of housing facilities for 
personnel would amount to $290,000. The operating 
cost was estimated at $1,500,000 for a two-year period, 
or $1,500 per bed per year. 


The estimated cost of the hospital to be located in 
Baltimore was $5,440,000 for 600 beds, or $9,007 per 
bed. The estimated operating cost was set at $1,800,000 
for a two-year period, or $1,500 per bed per year. 


The United States Army Hospital at Camp Ritchie, 
in Frederick County, has been turned over to the State 
for use as a temporary chronic disease hospital until the 
permanent hospital can be constructed in Hagerstown. 
Problems of personnel and equipment delayed the 
opening of the Camp Ritchie Hospital until Septem- 
ber 8, 1947. 

1Report on the Almshouses in Maryland, Maryland Legislative 


Council, April 1940. 
2Report of the Almshouse Commission, November 22, 1940. 
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Long-term patients and general hospitals 


The shortage of general hospital beds for acutely ill 
patients makes it impossible to assign any of the existing 
general hospital beds to the use of patients with long- 
term illnesses. General hospitals are geared to render 
intensive service for short-stay patients, which requires 
a high ratio of personnel, and results in a high cost per 
patient day. 


However, a hospital for the care of chronic disease 
patients must maintain facilities and personnel sufficient 
to meet all medical needs of its patients, which include 
acute illnesses and injuries resulting from accidents. 
If it is to fulfill its purpose it must have a planned re- 
habilitation program with sufficient facilities and 
trained personnel to insure maximum results. The 
establishment of such services will result in a propor- 
tionately high cost per patient day. 


This apparent paradox can be resolved and the 
duplication of ancillary services, such as X-ray, oper- 
ating rooms, laboratories, physical and occupational 
therapy, and administration, can be avoided if the 
chronic disease hospitals are established as a part of 
or convenient to existing general hospitals. Under such 
an arrangement the elimination of the facilities which 
are maintained already by the general hospital will 
result in a lower average cost per patient day in the 
chronic disease department. 


The chronic disease department will be available for 
use by patients having a long convalescence. Such 
patients can be transferred promptly from the general 
hospital, thus making general hospital beds, with their 
intensive services, available more quickly for other 
patients with acute illnesses. 


The care of convalescent patients in the chronic 
disease hospital has many advantages over present 
practice by which they are frequently discharged to 
their homes where inadequate help and facilities are 
available. This practice often results in a longer con- 
valescence, incomplete recovery, and at times, a relapse 
necessitating a return to the general hospital. 


Chronic disease hospitals should therefore be con- 
structed as additions or closely related to general 
hospitals. This plan has the reciprocal benefit of better 
care for the patients because of availability of facilities 
and medical personnel, while the physicians and nurses 
gain experience with this type of patient and have an 
opportunity for research in the field. 


Such a plan obviates the administrative costs of a 
separate institution. A procedure could be set up by 
which payment for services rendered patients who 
would otherwise qualify for admission to State-owned 
chronic disease hospitals could be made to the general 
hospital, based on the cost of services calculated sepa- 
rately for the chronic disease department. 


Hospitalization in a general hospital would be free 
of the stigma of charity usually attached to State 
institutions. Patients able to pay for their care could be 

admitted. State chronic disease hospitals are primarily 
intended to care for those unable to pay for services. 


As additions to general hospitals, the facilities will 
have a better distribution across the State, opis them 
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more accessible and more readily acceptable by patients 
and their relatives. Located in communities with 
general hospitals, problems of securing personnel will 
be reduced. 


Convalescent care 


The term convalescent care is usually applied to the 
period between the acute exacerbation and recovery, 
whereas the term chronic has, in the past, not usually 
carried the connotation of recovery. With newer 
techniques, some chronic conditions which were for- 
merly considered permanent and incurable are now con- 
sidered curable or controllable, with prospects of the 
patient’s being returned to society on a rehabilitated 
basis, adjusted to the residual disability or limitations 
imposed by the disease. Many chronic patients are, 
therefore, looked upon today as being in the process of 
a long convalescence. 


Institutions for the care of convalescents are an 
apparent need at present. Such institutions or de- 
partments of general hospitals need not be geared to 
the intensive regime maintained where patients in the 
acute stages of illness are served. They would serve that 
group of patients whose home environments do not 
lend themselves to the required conditions. 


Patients whose period of convalescence is expected 
to be long can be provided for in nursing homes for 
convalescents. However, because long periods of con- 
valescence frequently deplete financial resources and 
most nursing homes are operated on a proprietary 
basis with a profit motive, most patients with a prog- 
nosis of slow recovery, of necessity, must look to public- 
owned institutions for care. The need for chronic dis- 
ease hospitals for the care of chronically ill patients is, 
therefore, amplified by the need for facilities for con- 
valescent patients. 


When institutions are constructed, chronic disease 
hospitals should therefore include departments for 
chronics, incurables, and convalescents. 


Welfare patients 


In the absence of chronic disease hospitals, the De- 
partment of Public Welfare has made allotments to 
clients and assisted them in making arrangements for 
care in nursing homes. The limited sums allowed are 
reflected in the services rendered. 


In the course of the survey, it was found that nurs- 
ing homes which admitted any appreciable per cent of 
“welfare cases,” that is, persons dependent upon 
allotments from the Department of Welfare, were 
generally of very low standard. The charges to Wel- 
fare Department clients were usually limited to the 
amounts of their allotments and were consistently low. 
The service was of proportionately low quality. 


Taking into consideration the economic value of 
rehabilitated persons as compared with the liability of 
an inmate of an institution, it would be economically 
sound to allot, for these patients, sufficient public 
funds to command adequate medical, nursing, and 
ancillary services to insure as high a per cent as pos- 
sible of rehabilitation. Such arrangement with con- 
valescent nursing homes would have value as a con- 
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tinuing program for the better distribution of this 
type of service. It would be a semblance of a program 
in this field until institutions can be built out of public 
money. 


The Welfare Department, in making allotments to 
clients who use these funds for the purchase of care in 
homes which are below the licensing standards, is 
indirectly subsidizing such places and defeating the 
purposes of the licensing program. 


It would seem logical to have the Department of 
Health,under which the licensing program is conducted, 
reach an understanding with the Welfare Department 
whereby it would recommend and encourage its clients 
needing bedside or medical care to purchase service 
only in licensed institutions. 


DISTRIBUTION OF FACILITIES 


Facilities for chronic disease patients should be so 
distributed as to be of easy access from all parts of the 
State. The general hospitals regions (Map 4) were, 
therefore, used as a basis for the geographic allocation of 
beds. The ratio of 2.0 beds per 1,000 population was 
used to determine the number of beds allocated to each 
region. The resultant figure was adjusted by the num- 
ber on acceptable beds in each region, with the following 
result: 


Population Bed Acceptable Additional 
Region 1943 Quota Bed Beds 
Capacity Needed 
Cumberland.......... 99,836 200 9 191 
Baltimore City... 1,490,351 2,981 1,581 1,400 
District of Columbia 241,564 553 116 437 
EEE ieee 81,766 163 —- — 
Salisbury.............. 69,430 139 7 295 
PRMORLES, .26Sc ok suciccesce 1,982,9471 4,086 1,713 2,323 


Allegany County was authorized by the 1947 Gen- 
eral Assembly to issue bonds in the amount of $250,000, 
for the erection of an Infrmary and Nursing Home 
(Chapter 769, Laws of Maryland 1947). This will 
expedite the program for the installation of the 191 
chronic disease beds assigned to that area. 


The Allegany County project will reduce the demand 
for such facilities in the Hagerstown area. In the light 
of this development, the chronic disease hospital 
planned for Hagerstown should be reduced propor- 
tionately. Frederick and Washington counties, which 
will be served by a hospital located in Hagerstown, 


_ havea total population of 121,664. They will require 243 


beds, on the basis of 2.0 beds per 1,000 population. 
The chronic disease hospital for this area should, 
therefore, be designed to have a capacity of 250 beds. 
This leaves 1,150 beds to be located elsewhere in the 
Baltimore City Region. This remainder should be con- 
structed in and around Baltimore City. 


1The United States Bureau of the Census reported the estimated 
population, as of July 1, 1945, as 35,024 greater than the estimate 
of November 1, 1943. Since the increase was not reported by 
counties, distribution was made on the basis of the 1943 figure, 
and the 70 additional beds by which the State quota was in- 
creased were added to the District of Columbia Region. 
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fogs District of Columbia Region is allocated 437 
eds. 


In order to have better accessibility, it was felt that 
a chronic disease hospital should be built in Easton. 
On the basis of the population of the area, it should 
have a capacity of 163 beds. 


Another installation should be made at Salisbury. 
This should contain 139 beds. Since a contract already 
has been let by the State for a 300-bed unit to be con- 
structed in Salisbury, the beds needed for the two 
regions are considered to be included in this institution. 


It is understood that chronic disease hospitals will 
admit members of all races. It is expected that beds 
will be allocated as needs arise. 


Conclusions 

There is an acute need for facilities for chronic, in- 
curable, and convalescent patients. Based on the 
accepted standard of 2.0 beds per 1,000 population, 
there is a need for 4,036 beds in this category. The 
ae acceptable beds total 1,718, leaving a shortage 
Oo 


With the steady increase in the span of life, the 
potential number of patients in this category can be 
expected to increase. Unless active steps are taken to 
put in operation known methods of rehabilitating as 
many as possible of such patients, the number requir- 
ing institutional care will increase cumulatively. 


The potential gain which could result from the re- 
habilitation of such patients justifies an investment in 
facilities for this purpose, without taking into con- 
sideration the return in human happiness. 


Availability of beds for this purpose would result 
in a saving to paying patients against the higher cost 
of care in a general hospital. 


More efficient use could be made of general hospital 
beds if facilities were conveniently available for con- 
valescent and chronic patients. 


Assurance of complete services would be greater if 
chronic disease hospitals were closely integrated with 
general hospitals. This arrangement would bring into 
direct contact with the field the specialists on the staffs 
of the general hospitals. At the same time, their services 
would be made available to the chronic disease patient. 
Furthermore, opportunities would be created for train- 
ing and research in this field. 


Allotments of welfare funds are too small to allow 
the recipients to purchase satisfactory services. 


Recommendations 
It is recommended that: 


1. Efforts be made to have the State program for the 
construction of chronic disease hospitals executed at 
the earliest possible time. 


2. These hospitals be constructed as additions to or 
as close as possible to general hospitals. 


3. Additional facilities for this purpose be constructed 
at the regional centers as designated under the general 
hospital program. 
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4. The plan projected at present for the construc- 
tion of chronic disease hospitals be reconsidered from 
the standpoint of better geographic distribution. 


5. Nursing homes be encouraged if they establish 
high standards and render therapeutic and rehabilita- 
tive services. 


6. Public health nursing service supplemented by 
medical and housekeeping service be made available 
in the homes of patients in this category. 
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7. Allotments of funds to welfare clients requiring 
bed care be supplemented by an amount sufficient to 
allow the purchase of care in institutions maintaining 
sufficient services and facilities to give a reasonable 
assurance of recovery and rehabilitation. 


8. Where chronic disease hospitals are an integrated 
part of the general hospital, the State pay for services 
rendered patients who qualify for assistance, at a 
rate based on costs calculated separately for the chronic 
disease department. 


Chapter 9. MENTAL HOSPITALS 


MENTAL hygiene program includes services and 

facilities for the prevention and treatment of con- 
ditions, existing and potential, which are inimical to 
mental health. 


The scope of such program encompasses: 


Programs for the prevention of mental illness. 
Case finding. 

Facilities for treatment of ambulatory persons 
mentally ill. 

Institutional facilities. 

Program for follow-up care of patients discharged 
or paroled from institutions. 

Training of physicians, nurses, and other per- 
sonnel. 

7. Research. 


The mental hospital is a unit in this program; how- 
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ever, its maximum eflectiveness can be obtained only 


if the other phases of the program are in effect. 


The mental hospital of today is the successor to the 
insane asylum of yesterday. Both titles are appropriate. 


In the hospital one expects constructive therapy, 
resulting in improvement or cure; whereas, in the 
asylum, as the title denotes, little more than custodial 
care is available. 


From the austere fortress-type of institution with 
cupolas housing armed guards, the mental hospital has 
evolved with divisions for the segregation of patients 
by type of illness, containing departments of physical 
and occupational therapy and other services. 


With this transition, progress has been made in 
converting public attitude toward patients from one of 
resignation to one of confidence and expectation of 
recovery. The changes have not been in attitude alone. 
The development of treatments, such as shock therapy, 
has placed some types of mental illness in the category 
of curable diseases. Consequently, the treatment of 
some types of mental illness has been placed within 
the scope of the general hospital. Psychiatric service in 
general hospitals for inpatients and outpatients has 
therefore become an essential part of a mental health 
program. 


The psychiatric department of the general hospital, 
located within the community, serves as the diagnostic, 
therapeutic, research, and personnel training center. 
It serves the patients who, after short, intensive treat- 
ment, can recover sufficiently to return to society. Such 
psychiatric departments, supplemented by outpatient 
clinics, broaden the scope of the hospital’s program and 
are complementary to the mental hospital in supplying 
diagnostic and postinstitutional care. 


Patients admitted to such psychiatric sections of 
general hospitals have available the services of the 
specialists in other fields on the staff of the hospitals. 
Through this arrangement, opportunities for research 
are established. 


The value of personnel training and of experience 


gained by nurses, resident physicians, and auxiliary 
workers is inestimable. 


Psychiatric departments of general hospitals are free 
of the stigma which, while unjustified, still prevails 
with regard to State institutions limited to the care of 
mental disease. The former are not located in isolated 
places as is the case of most existing mental hospitals. 
Located near urban communities, they are near sources 
of labor supply. 


The purpose of this study is to determine the differ- 
ential between the currently existing acceptable facili- 
ties and those needed to establish a state of adequacy, 
and to project a long-range plan for the construction of 
the additional facilities needed. 


The existing facilities were determined through the 
survey (Table J and Map 6). 


The determination of adequacy in mental health 
facilities is not as simple as implied in the Hospital Sur- 
vey and Construction Act, which states that the total 
number of beds for mental patients shall not exceed 
5.0 per 1,000 population. 1 


Mentally ill persons are heir to all the illnesses to 
which normal people are subject, so that the incidence 
of other ailments adds to the complexity of the prob- 
lem. Arrangements must be made for the segregation 
at least by age and sex within each of the divisions. 
There are classifications of mental diseases which 
present different problems and, preferably, are cared 
for separately. These include the mentally ill, the de- 
linquent, the feebleminded, the epileptic, and the 
criminally insane. Not segregated are some less defined 
groups, such as senile patients, the adult feebleminded, 
and others. The acuteness of the problem presented by 
these groups is growing. Often there are no clear lines 
of demarcation among these types of patients. 


It is necessary that policies be established to govern 
the manner in which existing institutions are expanded 
and utilized to meet these growing needs. The ad- 
visability of new institutions for special types of patients 
also will be affected by such policies. Until this is done, 
no orderly dpproach can be made to a plan of expansion 
which will result in the meeting of all recognized needs. 


The ratio of 5.0 beds per 1,000 population is con- 
sidered as the need for mentally ill patients exclusive of 
feebleminded and epileptics. 


Mental hygiene in Maryland is under the supervision 
of the State Board of Mental Hygiene. Its duties and 
operations are described as follows:2 


The Board of Mental Hygiene was established in 1922 as 
the successor to the State Lunacy Commission which 
was established by Chapter 487 of the Laws of 1886. ‘The 
primary duty of the Board is to supervise the care given 
mental patients in public and private hospitals in 


1Appendix A, Public Law 725, Section 622(b). 
2The M aryland State Budget for the Fiscal Years Ending June 
30, 1946 and June 30, 1947, issued January 1945, p. 185. 
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MENTAL HOSPITALS 


Maryland. The Board of Mental Hygiene consists of six 
members and the Commissioner of Mental Hygiene who 
is a member of the Board.! 


A central record is kept of all patients who are admitted 
to any institution for mental patients, either public or 
private, in Maryland and a similar record is made of all 
discharges, so that information is readily available as to 
all institutional mental patients in the State. 


The office maintains a service by which non-resident 
patients admitted on an emergency basis to public 
mental hospitals in Maryland are returned to their 
State of residence and by which residents of Maryland are 
likewise returned from other States. 


The office employs an Inspector of Nursing who visits 
all the public and private hospitals for mental patients, 
inspects the nursing conditions, investigates the general 
operation of the institutions, and reports to the Commis- 
sioner. 

The office in cooperation with the County Commissioners 
of the various counties and the County Boards of Welfare 
arranges for an investigation of the ability of relatives 
to pay for the care of patients in the State hospitals and 
sees to it that this money is collected and turned over to 
the State. 

In cooperation with the Superintendents of the State 
hospitals, because of the overcrowding at Spring Grove 
and Springfield, this office arranges for the assignment 
of beds at these two institutions for all patients applying 
for admission. This service requires the handling of about 
1,700 applications a year. 


This office has organized and supervises a plan by which 
mental patients are boarded in private homes. At present 
there are approximately 220 such patients on boarding 
care outside the hospitals. 


Under the present public health program of the 
State, with Deputy State Health Officers employed on a 
full-time basis in each of the counties, and with the 
City of Baltimore having a large well-organized health 
department, mental hygiene clinics can be organized 
and conducted for State-wide coverage. 


Mental health clinics should be established at points 
convenient to all residents. With public education and 
provisions made for attendance by qualified psychia- 
trists and nurses with special training in psychiatry, 
potential candidates for institutional care could be dis- 
covered and, in many instances, through follow-up 
service, be diverted from their current drift back to a 
state of normalcy. The costs of such program, while 
large, should be more than balanced by the cost of 
institutional care thus obviated. 


Public education, resulting in early case finding, 
well-staffed clinics, and treatment of potential in- 
stitutional patients, should materially affect the num- 
ber of admissions to mental hospitals and accelerate 
the discharge or parole of patients to the follow-up 
eare of the clinics. Hence, the number of beds required 
for this type of patient will gradually be reduced. 


The 79th Congress enacted Public Law 487, known 

as the “National Mental Health Act.’ Its purpose is 
- “the improvement of the mental health of the people 
of the United States through the conducting of re- 
searches, investigations, experiments, and demonstra- 
tions relating to the cause, diagnosis, and treatment of 
psychiatric disorders; assisting and fostering such re- 
search activities by public and private agencies, and 
promoting the coordination of all such researches and 


1The 1947 General Assembly enacted Chapter 327 to add five 
advisory members to the Commission. 


93 


activities and useful application of their results; train- 
ing personnel in matters relating to mental health; 
and developing, and assisting States in the use of the 
most effective methods of prevention, diagnosis, and 
treatment of psychiatric disorders.” 


Under this Act, $30,000,000 is made available to the 
Surgeon General of the United States Public Health 
Service for allotment to the States. The Surgeon Gen- 
eral is authorized to work with “the State Health 
authority except that in the case of any State in which 
there is a single State agency, other than the State 
health authority charged with responsibility for ad- 
ministering the mental health program of the State, it 
means such other State authority.” 


Under this stipulation, Federal funds for carrying 
out the purposes stated in the Act are made available. 
The 1947 General Assembly enacted Chapter 716, 
under which the State Board of Health is designated 
as the State agency to execute this program (Appendix EF). 


INSTITUTIONS FOR THE CARE OF THE 
MENTALLY ILL 


Twenty-three institutions? in the State maintain 
9,648 beds for the care of patients with nervous and 
mental disorders and feeblemindedness. 


Five of the 23 institutions, maintaining a bed com- 
plement of 8,337, are owned and operated by the State 
and represent 86.4% of the total number of in beds 
use for patients of this category. 


STATE-OWNED INSTITUTIONS 


Crownsville State Hospital, located at Crownsville in 
Anne Arundel County, is devoted entirely to the care 
of nonwhite patients. The bed complement of this in- 
stitution is 1,234, which is 14.8% of all State-owned beds 
for mental patients, or 12.7% of the total number of 
beds in the State. Since this is the only facility in the 
State for the care of nonwhite mental patients, there 
are set up divisions for feebleminded, mental patients 
having tuberculosis, criminally insane, and mentally ill. 


Following is an excerpt from The Maryland State 
Budget:8 


The Crownsville State Hospital is located at Crownsville, 
Anne Arundel County, Maryland. The institution is 
owned by the State and was created by Chapter 250, Laws 
of Maryland 1910, for the care and treatment of the 
colored insane and feebleminded. 

The property comprises 1,271 acres and the value of the 
land, buildings and equipment is $2,761,982.13. The 
average population during the 1944 fiscal year was 1,520 
at a per capita cost of $272. 

Methods of Admission: All patients from Baltimore City 
and the County (excepting those having criminal 
charges) require certificates of two qualified physicians 
who have practiced five years or more, with an order 
from the Department of Public Welfare in case of city 
patients and an order from the County Commissioners of 
their native County, if a County charge. Cases appearing 
in the Criminal Court are committed on an order signed 
by the Judge of the Criminal Court. Patients are also 
transferred here from either the Maryland Penitentiary 
or House of Correction on order of the Commissioner of 
Mental Hygiene, in accordance with authority invested 
by Section 48, of Article 59, of the Annotated Code of 
Maryland. 


2Including Phipps Psychiatric Clinic, Johns Hopkins Hospital. 
30p. cit., p. 188. 
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Rosewood State Training School, another of the five 
State-owned institutions in this group, is located at 
Owings Mills in Baltimore County. Its admissions are 
limited exclusively to feebleminded white patients. 
Its present capacity is 1,886. While admission is 
limited to patients between the ages of six and 16 
years, patients once admitted may remain for life 
or until discharged. The beds at Rosewood were in- 
cluded in this survey, but were eliminated from the 
tabulations of available beds for mental patients in the 
State when compared with the maximum established 
in Public Law 725. 


The following is an excerpt from The Maryland State 
Budget: 


The Rosewood State Training School, formerly known as 
the Maryland Asylum and Training School for the 
Feebleminded, but which name was changed by Chapter 
187, Acts of 1912, is located at Owings Mills, Maryland. 
It was incorporated in 1888 and opened in February 1889 
with the admission of seventeen patients. ... 


There is a hospital building, thirteen cottages for children, 
two school buildings, an administration building, laundry, 
kitchen building, power house, water treatment plant, 
sewage disposal system and a number of farm or out 
buildings erected on the farm of 587 acres. The property 
has an inventory value of $2,442,176. 


The annual average population of children in 1944 was 
1,165 and the per capita cost was $356.00.2 The function 
and purpose of the institution is the education, training, 
care and treatment of feebleminded children. 


Springfield State Hospital at Sykesville in Carroll 
County maintains 3,011 beds. This hospital is in- 
tended primarily to serve the Western counties, in- 
cluding Garrett, Allegany, Washington, Frederick, 
Montgomery, and Carroll counties. Its records show 
that residents from every county in the State and a 
jarge number from the City of Baltimore are accepted 

ere. 


One department of 100 beds is reserved for the care 
of mental patients found to have tuberculosis. In this 
department there are 50 beds for female and 50 beds for 
male patients. Patients at Spring Grove State Hospi- 
tal and Eastern Shore State Hospital, who are found to 
have tuberculosis, are transferred to the tuberculosis 
section at Springfield. 


Psychiatric epileptic patients are centered also at 
Springfield. For this type of patient, there is a colony 
of 466 beds. 


The following is an excerpt from The Maryland State 
Budget:8 


The Springfield State Hospital is located at Sykesville, 
Carroll County, Maryland. This State Institution for 
the care and treatment of the white insane was estab- 
lished by Chapter 231, Acts of 1894. 

The property consists of 1,391 acres. The inventory 
value of land, buildings and equipment is $3,726,161. The 
average population in the 1944 fiscal year was 2,959, ata 
per capita cost of $282.4 

After authorization has been received from the Com- 
missioner of Mental Hygiene, patients are accepted for 
admission if accompanied by commitment certificates of 
two physicians and an order of the Department of Public 


10p. cit., p. 194. 
2The per capita allowance for 1948 was set at $733.00. 
30p. cit., p. 197. 
4The per capita allowance for 1948 was set at $580.00. 
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Welfare of Baltimore City, or the County Commissioners 
ph biecg County of which they are residents, or by Court 
order. 


All patients are first received at the Hubner Building, 
where they are routinely given thorough physical ex- 
aminations. Mental examinations are made by assigned 
physicians who present the cases with written abstracts 
before the entire staff within a month. 


The hospital has a well equipped operating room where 
minor surgery is done by the resident stat and major by 
competent consulting surgeons. 


The tubercular unit cares for all the white tuberculous 
insane for the entire state. 


An eye clinic is conducted at the hospital twice monthly 
by a specialist from Baltimore. 


Patient statistics for the 1944 fiscal year are as follows: 
591 admissions; 188 deaths; 423 discharges... . 


At the beginning of the fiscal year there were 615 on 
parole, or otherwise absent, and at the end 529. At the 
end of the fiscal year the total number of patients in 
the hospital was 2,984. 


Spring Grove State Hospital located at Catonsville, 
just outside the limits of Baltimore City, has 2,214 
beds. Its service area includes: Howard, Baltimore, 
Harford, Anne Arundel, St. Mary’s, Charles, Calvert, 
and Prince George’s counties and Baltimore City. 


The white male and female criminally insane from 
the entire State are committed here. For this purpose, 
there are 61 beds for male and 60 for female patients. 


The following is an excerpt from The Maryland State 
Budget:5 


The Spring Grove State Hospital is located at Catons- 
ville, Baltimore County, Maryland. 

This hospital is the third oldest hospital in the United 
States for the care and treatment of the mentally sick. 
It was founded in 1797. It was first incorporated as 
“The Maryland Hospital’’ and was located on the present 
site of the Administration Building of the Johns Hopkins 
Hospital. 

It was established by Article 44 of the Annotated Code 
of Maryland, and is devoted exclusively to the treatment 
of white, insane, male and female citizens of Maryland. 


The property consists of 637 acres; the inventory of 
land and buildings and equipment is $4,175,586.40. The 
average population for the fiscal year of 1944 is 2,156. 
The pereapita cost in the fiscal year of 1944 is $294.6 


Eastern Shore State Hospital, located at Cambridge 
in Dorchester County, has 492 beds. It was established 
to render service to the mentally ill of the Eastern 
Shore. Patients are admitted from Cecil, Kent, Queen 
Anne’s, Caroline, Talbot, Dorchester, Wicomico, Wor- 
cester, and Somerset counties. 


In line with the practice of grouping certain types of 
patients at the various institutions, this hospital is the 
center for alcoholic patients and drug addicts. 


The following is an excerpt from The Maryland State 
Budget:? 


The Eastern Shore State Hospital is two and a half miles 
southeast of Cambridge, Dorchester County, on State 
Highway No. 16. It was established by Chapter 245, 
Acts of 1912, for the care of white mental defectives and 
mentally ill adults of the Eastern Shore. The buildings 
were accepted and first used in 1915. Since 1939 it has 


5Op. cit., p. 201. 
6The per capita allowance for 1948 was set at $600.00. 
7Op. cit., p. 191. 
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received all white drug and alcoholic addicts court-com- 
mitted in the state. It now furnishes all psychiatric con- 
sultation and mental hygiene service requested by public 
agencies and practicing physicians of the nine Eastern 
Shore Counties. 


Emergency commitments are arranged by telephone dis- 
cussion with the personal physician or the proper county 
or state authority; court commitments are accepted on 
presentation of the court orders; all other admissions are 
arranged after direct field investigation by a member of 
social service or medical staff. 


The property consists of 395 acres of land and water, the 
necessary buildings and equipment, with a total inventory 
value of $981,337. During the fiscal year 1944 an average 
daily patient population of 459 was cared for at a per 
capita cost of $368.1 There were discharged as recovered 
47% as many mentally ill as were admitted. 


PROPRIETARY INSTITUTIONS 
The proprietary hospitals offering service to the 
mentally ill average 40 beds per institution. One has a 
total of 85 beds and another 69 beds. The remainder 
i beds or less with the smallest maintaining only 
eds. 


There are three important nonprofit institutions for 
the care of the mentally ill. They are The Seton In- 
stitute, with 396 beds maintained and operated by a 
Catholic Order; the Sheppard and Enoch Pratt Hospi- 
tal, with 300 beds operated as a nonprofit corporation; 
and the Phipps Psychiatric Clinic, a part of the Johns 
Hopkins Hospital, with 87 beds. All of these are located 
in the vicinity of Baltimore City. 


One other institution for the care of mentally ill 
patients in the State is maintained by Allegany 
County at Cumberland. This is only a vestigial rem- 
nant of a county home. In this institution are 96 beds 
“2 the care of mental patients largely on a custodial 

asis. 


The Bowditch Hospital School, at Ruxton in Balti- 
more County, and the Silver Cross Home for Sane 
Female Epileptics, at Reisterstown in Baltimore 
County, both nonprofit institutions, were included in 
the survey; but because they limit their work to the 
care of epileptics, their bed totals were excluded from 
the tabulations of mental hospital beds. 


Acceptable beds 


The inventory of institutions rendering services to 
the mentally ill was reviewed for the purpose of re- 
ducing it to those caring only for psychotic patients. 
Institutions limiting admissions to feebleminded or 
epileptic patients were eliminated from the final 
tabulation. Beds in excess of normal capacity and those 
in institutions which had inadequate facilities and 
personnel or presented other hazards were also deleted. 


After such deletions were made, it was found that 
7,278 acceptable beds were in service in the State. 


Standards 


On the basis of the United States Public Health 
Service standard for this category of 5.0 beds per 1,000 
population, and a State-wide population of 2,017,971,2 
there should be 10,090 mental hospital beds available 


1The per capita allowance for 1948 was set at $778.00. 
2United States Bureau of the Census, Estimated Civilian 
Population, 1945. 
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in the State. The number of existing acceptable beds 
is, therefore, inadequate by 2,812 beds. 


This shortage is evidenced by the fact that the total 
number of beds in service for this type of patient ex- 
ceeds the total normal capacity of the institutions by 
839 beds. This overcrowding is accomplished by reduc- 
ing the floor space per patient. In the State-owned in- 
stitutions, the standard floor space is 45 square feet per 
regular bed and 50 square feet per bed in the infirmary 
and in the section for the criminally insane, which is 
low compared with accepted standards of 80 square 
feet per bed. 


The unsatisfactory conditions resulting from over- 
crowding have been made more acute by the shortage 
of personnel. The isolated locations of the State-owned 
mental hospitals and the nature of the work have con- 
tributed to the personnel shortage. 


Maryland’s mental hygiene problem is today com- 
plicated by the cumulative effects of the war during 
which construction was prohibited and personnel com- 
mandeered for war service, and of the postwar period 
during which personnel for this type of service have 
been practically unobtainable. 


The State Board of Mental Hygiene is aware of the 
shortage of facilities, both for patients and for the hous- 
ing of employees. In its request to the 1947 General 
Assembly, it rated employees’ housing facilities as of 
first importance. This is logical in that proper housing 
is necessary in order to attract personnel to the isolated 
locations of the mental hospitals. Without qualified 
personnel in adequate numbers, therapeutic programs 
cannot be undertaken satisfactorily. The institutions 
then fail in the most important aspect of their programs, 
which is rehabilitation and return of their patients to 
society, and revert to the old program of merely ac- 
cumulating the mentally ill. The General Assembly 
recognized the urgency of the need and appropriated 
funds for employees’ quarters. 


A program for the construction of 2,812 additional 
beds would entail a large outlay of funds and should 
be planned over a period of years as such funds can be 
made available and used effectively. 


Since the State-owned mental hospitals are self- 
contained communities, the additions probably will re- 
quire the expansion of utilities. These may be expected 
to entail important expenditures and, hence, cause a 
slowing-up of the program. 


Psychiatric departments in general hospitals 


One of the most important phases of the program 
is the provision of psychiatric departments in general 
hospitals properly spaced across the State. These de- 
partments would supply a place locally for the person 
who suddenly has become disturbed and unmanageable. 
Such conditions are at time transitory episodes not due 
to actual mental illness. Other conditions which fall 
in the category of mental illness which would be of 
short duration could be cared for in such departments. 


These departments, having other staff specialists 
available in addition to a psychiatrist, could institute 
diagnostic and therapeutic services, and thereby screen 
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patients so that a minimum of time is lost. Only those 
patients unable to cooperate and requiring special 
facilities need be referred to the mental hospitals. 


Such psychiatric departments should be _ supple- 
mented by outpatient service, caring for patients who 
do not require institutional care and for postinstitutional 
patients. 


Allocation of beds 


For these reasons, construction of psychiatric units 
as additions to general hospitals was given ‘‘A”’’ priority. 
To promote better distribution of services to mental 
patients, “B”’ priority was given new facilities at new 
locations. 


The allocation of facilities by race was calculated 
on the basis of estimates supplied by the Bureau of 
Vital Statistics of the State Department of Health 
(Appendix J). 


A conference was held with Dr. George H. Preston, 
Commissioner of Mental Hygiene, to integrate the 
planning of the Bureau of Mental Hygiene and of the 
Hospital Survey Committee. As a result of this con- 
ference 2,812 additional beds, sufficient to bring the 
ratio up to 5.0 beds per 1,000 population, were tenta- 
eae Saisie according to the schedule shown in 

able U. 


The Hospital Survey Committee, having reviewed 
this program with the Board of Mental Hygiene, con- 
siders the additional facilities to be needed for the care 
of the mentally ill, and is of the opinion that the 


TABLE U: ALLOCATION OF PROPOSED ADDITIONAL BEDS FOR 
MENTAL PATIENTS 


NORMAL 
NAME OF INSTITUTION = Ca- 
ACITY 


ADDITIONAL BEDS 


Springfield State 
Hospital, Sykesville 2,688 Male disturbed ees 100 planned 


Female disturb 


patients 100 planned 
Infirmary 100 planned 
Convalescent patients 100 planned 


Senile patients 800 needed 
Relief of overcrowding | 159 needed 

Spring Grove State 
Hospital, Catonsville 2,013 | Female admissions build- 
ing and convalescent 


section 250 planned 
Criminally insane and 
psychopaths +850 planned 


Relief of overcrowding |; 300 needed 
Crownsville State 
Hospital, Crownsville!| 1,044 


Eastern Shore State 
Hospital, Cambridge 466 


Relief of overcrowding | 591 needed 


Increased capacity 221 needed 


University Hospital, 


Baltimore City 0 Psychiatrie unit 125 recommended 


Memorial eel, 


Cumberlan 0 Psychiatrie unit 31 recommended 


Union Hospital, Elkton 0 Psychiatrie unit 15 recommended 
Peninsula General 

Hospital, Salisbury 0 Psychiatric unit 20 recommended 
Frederick rae Hospital 

Frederick 0 Psychiatrie unit 20 recommended 


Prince George’s General 


Hospital, Cheverly 0 Psychiatrie unit 10 recommended 
Washington County 


Hospital, Hagerstown 0 Psychiatrie unit 20 recommended 


ROTAD «co Sikee se 2,812 


1Reserved for nonwhite patients. 
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quickest way to get relief in this field is to build addi- 
tions to existing hospitals. However, it seriously ques- 
tions the desirability of continuing to build to the 
already huge institutions. Consideration should be 
given to the establishment of one or more new in- 
ee according to the geographic needs of the 
State. 


It is understood that expansion of utilities at_exist- 
ing institutions is already necessary and that, before 
additional patient facilities can be added, many of the 
utilities in these institutions require great expansion. 
Now would seem to be the time to make a decision 
as to future policy. 


If these additions are made, anticipating any such 
growth as herein contemplated, it would tend to estab- 
lish as policy the indefinite expansion at these locations. 
If a change of policy were adopted, namely, the estab- 
lishment of facilities at new locations, it would seem 
necessary to restudy the grouping of types of patients 
within all of the institutions. 


The Committee is not satisfied that the values of 
concentrating this construction at a new location have 
been fully explored. 


The restudy of this possibility is such a protracted 
process that this Committee does not feel justified in 
delaying the publication of the report to pursue in- 
quiries. It takes no stand as between the two pos- 
sibilities, but refers the questions to the State Board of 
Health and its Advisory Council on Hospital Construc- 
tion for consultation with the Board of Mental Hygiene 
for final determination. 


If construction follows these allocations listed, the 
number of beds for mentally ill patients will be on the 
ratio of 5.0 beds per 1,000 population; the number of 
beds allocated for nonwhites will be in the same pro- 
portion as the nonwhite population is to the total 
population; and psychiatric units will be reasonably 
available to all residents of the State. 


It will be noted that all of the beds required to bring 
the total up to the United States Public Health Service 
standard were allocated to State-owned hospitals with 
the exception of the psychiatric beds. Should any pro- 
jects be initiated for the construction of additions to 
existing nonprofit institutions, or for the establishment 
of new nonprofit mental hospitals, allotments of beds 
should be taken from the number now allocated to the 
State-owned institutions which would be relieved by 
such construction. 


Senile patients 


It is an established fact that active disturbed mental 
patients and those who present a danger to themselves 
and others can be cared for more properly in the en- 
vironment of the specialized facilities in mental or 
psychiatric hospitals. However, there are those, such 
as the senile patient, whose requirements are primarily 
domiciliary and hygienic care, and some question 
might be raised as to their proper placement in mental 
hospitals. If left alone, they frequently deteriorate 
into a state of mental, physical, and environmental in- 
difference. For their physical well being, they need 
considerable help and attention to maintain standards 


Pee ea 


eee et ee ee Te 
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of health and cleanliness. For their mental well being, 
they need more than food and a bed in an attic or a 
converted storage room. 


With the present inadequacy of mental hospital beds, 
the question presents itself: Should the capacities of 
mental hospitals be expanded to include the senile 
type of patient, or should they be placed in another type 
of institution, or can they be cared for in subsidized 
private homes? 


The institutions for the care of the nervous and 
mental patients are all operating far beyond their rated 
capacities. Because of their isolated locations, the 
nature of their work, to which not all persons are suited, 
and because of salaries offered, their problems are made 
more acute by the shortage of personnel. Buildings 
which can be manned are in operation and universally 
crowded. 


While efforts are being made to solve the facilities 
and personnel problems, continuing shortages have in- 
fluenced policies resulting in a selection of cases for 
admission to mental hospitals. The senile type of 
patient has been practically eliminated. Such elimina- 
tion is not necessarily dictated by written policy. It is 
an outgrowth of the repeated failure to have such 
patients admitted for care. Also, physicians familiar 
with the problems of the mental hospitals hesitate to 
recommend commitment of senile patients, suggesting 
instead care in the home with the employment of some 
help, or transfer of the patient to a nursing home. 


Since senile patients already are practically elimi- 
nated from admission to overcrowded mental hospitals, 
they should be cared for in new facilities. It is quite 
apparent that the chronic disease hospitals now planned 
will fall far short of the needs of the chronically ill. 


The construction of additional separate facilities for 
the senile patients at the existing State mental hospi- 
tals also runs counter to the hope that these institu- 
tions will not continue to expand in size. 


In either approach to a solution, new facilities are 
required for senile patients and the policy must be 
established for their care either under the mental health 
or chronic disease program. Further study is recom- 
mended, in which serious consideration should be 
given to the construction of facilities specifically for 
senile patients. Such new facilities may be either 
independent hospitals, or additions to mental or chronic 
disease hospitals. 


A more immediate partial solution to the problem 
can be accomplished by encouraging nursing homes and 
foster homes to accept such patients. 


Feebleminded patients 


Feebleminded children already have been provided 
for at the Rosewood State Training School. The 
isolation -and protection provided these patients ap- 
pear to be a proper procedure. The child handicapped 
through lack of mental faculties presents dangerous 
potentialities in a community and, if kept at home, 
is demoralizing to the other members of the family. 


This type of patient in an institution for the care of 
feebleminded patients is in an environment compatible 


97 


with his capabilities. Training programs geared to his 
capacity can usually develop the patient to the maxi- 
mum extent of his mental limitations. 


While admissions to Rosewood are limited to patients 
between the ages of six and 16 years, once admitted, 
they are continued as patients until discharge or death. 
As a result, there is an accumulation of older patients 
to the point where, of 1,386 patients, 216 are between 
sea ages of 16 and 21 years, and 660 are over 21 years | 
of age. 


Since there is a waiting list of those needing the type 
of service offered at Rosewood, it is desirable to pro- 
vide other or additional facilities to which patients 
can be transferred once they have attained the pre- 
determined age for transfer, such as 21 years. Unless 
some such program is undertaken, candidates for ad- 
mission may remain on the waiting list through the 
entire period when some progress might be made under 
a training program. Others may be forced to wait 
until they are 16 years of age, beyond which admission 
is not permitted. 


It is illogical to place the older feebleminded patients 
in chronic disease hospitals. Most of the regular 
patients who will qualify for admission to such in- 
stitutions will be disabled or physically feeble but will 
have their mental faculties. The feebleminded patients 
would be largely incompatible with the cardiacs, 
hypertensives, arthritics, and others having long- 
term illnesses. It is recommended, therefore, that 
separate facilities for older feebleminded patients be 
erected at places other than in conjunction with the 
chronic disease hospitals. 


Such additional facilities for feebleminded patients 
placed at one of the established State mental hospitals 
would have some advantages. The patients are not 
too unlike those already cared for in these institutions. 
There is sufficient acreage already owned. 


However, Spring Grove State Hospital and Spring- 
field State Hospital already are very large institutions 
and both are faced with an acute need for additional 
facilities for their present patient load. The feeble- 
minded patients at the time of transfer would present 
the problem of accommodating themselves to the new 
environment and might become difficult to manage. 
The period of adjustment may be long. The disad- 
vantages to the institutions and the patients would 
weigh against establishing facilities for the older feeble- 
minded at the present mental hospitals. 


It is more logical to place such additional facilities 
at Rosewood. The Rosewood personnel is trained in 
handling this type of patient. The patients themselves 
would not be retarded by the need to become acclimated 
in an entirely new environment. Instead, their transi- 
tion from the division of younger patients to the facili- 
ties for overage patients would be gradual. Rosewood 
has sufficient acreage for such additional buildings, but 
its utilities would need to be expanded. 


Conclusions 
There is a serious need for additional mental hospital 
facilities. 
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These additional facilities should include psychiatric 
departments in general hospitals. 


Personnel housing facilities are needed at the State- 
owned mental hospitals. Such construction is essential 
to the establishment of proper service to the patients 
in the existing beds. 


There is a need for facilities for the care of senile 
patients. The chronic disease hospitals now planned 
will fall short of the needs of the chronically ill and, 
therefore, will not allow for the inclusion of senile 
patients; nor is this desirable. 


Facilities are needed for the care of feebleminded 
above the age of 16 years. 


The mental health program under Federal aid and 
the establishment of outpatient departments at hospi- 
tals in conjunction with psychiatric departments are 
needed for case finding and preventive work and am- 
bulatory treatment. 


Psychiatric departments in general hospitals will 
furnish educational and training opportunities to 
physicians, nurses, and auxiliary personnel and, at the 
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same time, establish this type of case as one with 
potentialities for recovery rather than one of hopeless 
outlook. 


Recommendations 
It is recommended that: 


1. Construction of mental hospital facilities be in- 
stituted as rapidly as possible to bring the total to a 
ratio of 5.0 beds per 1,000 population. 


2. Construction of psychiatric departments of gen- 
eral hospitals be encouraged. 


3. Additional facilities be constructed to permit 
segregation by age of patients otherwise now cared for 
at Rosewood. 


4. Facilities for the care of senile patients be con- 
structed as separate departments of the State hospitals, 
or at new locations. 


5. The mental health program for which Federal 
matching funds have been made available be instituted 
as early as possible. 


Chapter 10. 


UBLIC health facilities and services are supplemental 

to the services of physicians and medical institu- 
tions. They are an important part of a complete health 
program which envisions proper preventive and cura- 
tive medical and surgical services available financially 
and geographically to everyone. 


Health offices are established in every county and 
in Baltimore City (Map 7). Under this arrangement, 
geographic distribution is achieved. Joint financial 
participation by the State and local governments con- 
tributes to uniformity and integrationo of programs and 
policies. 


The problems in this field are those of adequate hous- 
ing, suitably located, containing sufficient space to carry 
on the program. 


At present, most health centers and clinic facilities 
throughout the State are located in rented buildings, or 
use space in public buildings by sufferance. In many 
instances, the quarters are inadequate or unsatisfactory. 


Because of the limited funds available for this pro- 
gram, consideration was given only to administrative 
centers, which include some clinic facilities. Auxiliary 
clinics were omitted for the present. 


The housing accommodations of each center were 
surveyed on the basis of visits and reports by health 
officers. The findings were reviewed with the Director 
of the State Department of Health and the Com- 
missioner of Health of Baltimore City. Each center 
was considered as to size, location, and structure. 


The areas in which new facilities were needed urgently 
were listed, with those least satisfactory being placed 
at the top of the list. At the conclusion of the review, 
the first seven centers listed were as follows: 


Carroll County 

St. Mary’s County 

Calvert County 

Southern Health District, Baltimore City 
Caroline County 

Worcester County 

Frederick County 


Sue Ae Po 


Carroll County is at present without a general hospi- 
tal. The present interest of the community is in the 
establishment of a diagnostic health center. This 
diagnostic health center should be so designed and lo- 
cated that it will later serve as the nucleus for a hospital. 


The public health facilities of St. Mary’s County are 
located in entirely unsatisfactory quarters on the sec- 
ond floor of a frame commercial building. New quarters 
_ should be provided at the St. Mary’s Hospital, under 
a building program which would entail the replace- 
- ment of the old hospital structure which is now at- 
- tached to the new hospital. The new addition is pro- 


_ vided for under allocation of general hospital beds with 


: which the funds for public health facilities could be 
_ combined. 
The public health department of Calvert County is 


_ in a very unsatisfactory location. Under ‘General 
_ Hospitals’ (Chapter 6) it is recommended that the 
: 
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Calvert County Hospital be replaced. When this is 
done, space should be provided in the new hospital for 
the county health offices and clinics. 


Baltimore City is divided into eight health districts, 
shown on Map 7, as follows: 


The Southern Health District does not have any 
building at present. Some funds have been appro- 
priated by Baltimore City for construction of a facility. 
Since the Southern District is heavily populated and 
in urgent need of quarters, this project is recommended. 


The Eastern Health District is served by a building 
which has been adapted to the needs of a health center, 
but is inadequate. A new building constructed for the 
purpose is needed at this location and is considered 
urgent by the Health Commissioner. 


The Southeastern Health District headquarters is 
established in an old school building which, while 
meeting the need, is not satisfactory. 


The Western Health District is served by a facility at 
617 West Lombard Street and by the Druid Health 
Center. The Commissioner of Health considers addi- 
tional space at the Druid Health Center as necessary. 


The Southwestern, Northwestern, Northern, and North- 
eastern Health Districts have no headquarters buildings 
at present. As the more urgent needs in other districts 
are met, plans should go forward for centers in these 
districts, so that eventually each health district will be 
rides, by a headquarters building located within the 

istrict. 


Caroline County is in need of a new public health 
center. There is local interest in the establishment of a 
community health center to include about 15 beds 
along with public health facilities. 


It is generally recognized that such a smallfunit is 
inefficient to operate. A false sense of security is 
developed around a hospital unit of such limited scope, 
with the result that patients requiring the services 
usually offered only in larger institutions receive in- 
adequate care. This results in delay in obtaining service 
or the hospitalization of cases beyond the scope of the 
institution. A public health center with ambulance 
service to Easton brings hospital care sufficiently close 
for safety. Plans are under consideration for an addi- 
tion to the Easton Hospital which would increase its 
capacity sufficiently to provide for the care of residents 
from Caroline and Talbot counties. The allotment of 
beds to this area has been made large enough to meet 
this need. 


A public health facility for Caroline County falls in 
the ‘‘A”’ priority bracket, whereas a hospital unit or 
community health center, such as is being considered 
locally, would fall in the “B” bracket, if approved at all. 


Worcester County is in need of better quarters for its 
county health offices. At present the construction of a 
hospital is being considered by the residents of this 
area. Should the hospital materialize, quarters for the 
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PUBLIC HEALTH FACILITIES 


ALLEGANY COUNTY 
A—Cumberland 
B—Mt. Savage 
C—Frostburg 
D—Zihlman 
E—Lonaconing 
F—Westernport 
G—Cresaptown 


ANNE ARUNDEL COUNTY 
A—Annapolis 
B—Lothian 
C—Davidsonville 
D—Odenton 

E—Glen Burnie 
F—Linthicum 
G—Pasadena 

H—Parole 


BALTIMORE COUNTY 
A—Towson 
B—Essex 
C—Middle River 
D—Pikesville 
E—Randallstown 
F—Reisterstown 
G—Chase 
H—Catonsville 
I—Cockeysville 
J—Turners Station 
K— Sparrows Point 
L—Halethorpe 
M—Overlea 
N—Dundalk 


CALVERT COUNTY 
A—Prince Frederick 


CAROLINE COUNTY 
A—Denton 
B—Greensboro 
C—Federalsburg 


CARROLL COUNTY 
A—Westminster 


CECIL COUNTY 
A—Elkton 
B—Cecilton 


CHARLES COUNTY 
A—La Plata 


DORCHESTER COUNTY 
A—Cambridge 


FREDERICK COUNTY 
A—Frederick 


GARRETT COUNTY 
A—Oakland 
B—Grantsville 
C—Friendsville 
D—Kitzmiller 


HARFORD COUNTY 
A—Belair 
B—Edgewood 
C—Aberdeen 


Key to Map 7 
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D—Havre de Grace 


HowARD COUNTY 
A—Ellicott City 


KENT COUNTY 
A—Chestertown 


MONTGOMERY COUNTY 
A—Rockville 
B—Poolesville 
C—Damascus 
D—Olney 
E—Gaithersburg’ 

F— Colesville 
G—Bethesda 
H—Silver Spring 
I—Takoma Park 


PRINCE GEORGE’S COUNTY 
A—Upper Marlboro 
B—Hyattsville 
C—Aquasco 

D—Laurel 

E—Fairmount Heights 
F—Lanham 


QUEEN ANNE’S COUNTY 
A—Centerville 


St. Mary’s CouNTY 
A—Leonardtown 


SOMERSET COUNTY 
A—Princess Anne 
B—Crisfield 


TALBOT COUNTY 
A—Easton 


WASHINGTON COUNTY 
A—Hagerstown 


WIcoMICO COUNTY 
A—Salisbury 


WORCESTER COUNTY 
A—Pocomoke City 
B—Snow Hill 
C—Berlin 


BALTIMORE CITY 
A—City Health Department 

Municipal Office Building (2) 
B—Western Health District 

617 West Lombard Street (1) 
C—Druid Health Center 

1313 Druid Hill Avenue (17) 
D—Southeastern Health District 

901 South Kenwood Avenue (24) 
E—FEastern Health District 

1923 East Monument Street (5) 
F—Northeastern Health District 
G—Northern Health District 
H—Northwestern Health District 
I—Southwestern Health District 
J—Southern Health District 
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public health office should be included. If it does not, 
a separate public health facility should be developed. 


The county health office in Frederick is located in a 
very old structure which is unsatisfactory. The Fred- 
erick City Hospital is giving active consideration to 
plans for an additional wing. The quartering of the 
public health service in this wing would be a move 
toward efficient use of personnel and facilities. 


Both the State Department of Health and the De- 
partment of Health of Baltimore City are in urgent 
need of more adequate housing for their administrative 
headquarters. However, as presently contemplated, 
such construction probably would not qualify for assist- 
ance under the provisions of the Federal Act. Therefore, 
no opinion is expressed on the degree of their urgency 
in relation to other projects mentioned herein. 


The needs of the other counties and of Baltimore City 
are generally only slightly less urgent then the seven 
centers listed. Some areas are making plans for new 
structures to house their public health departments. 
As funds become available and the more urgent needs 
are provided for, consideration should be given to 
the plans for new facilities in those areas. 


Conclusions 


The City of Baltimore is divided geographically 
into eight health districts. This is a satisfactory ar- 
rangement organizationally. There is a need for hous- 
ing for the headquarters office and clinic facilities in 
most of the districts. 


The arrangement by which each county has its own 
county health department, which is a part of the State 
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Health Department organizationally and financially, 
is eminently satisfactory. 


In the counties, health centers should be located in 
hospitals wherever possible to make efficient use of 
personnel and equipment and for many other com- 
pelling reasons. 


Most of the health centers are located in structures 
which were not designed for this purpose and are un- 
satisfactory from the standpoint of function. 


The auxiliary clinic locations are, in most instances, 
in satisfactory locations geographically, but are in 
need of better housing and more space. 


Recommendations 


It is recommended that funds for construction of 
public health service facilities be allotted to the fol- 
lowing areas as local matching funds become available. 
They are arranged in order of urgency. 


Carroll County 

St. Mary’s County 

Calvert County 

Southern Health District, Baltimore City 
Caroline County 

Worcester County 

Frederick County 


TIS SUR G9 bo 


It is further recommended that where hospital con- 
struction is being planned in the counties, the public 
health facilities should be planned as a part of such 
construction. 


Federal funds up to 10% of the total funds available 
a sek State should be allocated to public health 
acilities. 


Chapter 11. 


PART TK 
PRIORITIES 
PRIORITIES SYSTEM 


| oped deficiences in each of the five categories 
4 of hospitals and limited funds available for grants- 
in-aid for the construction of the needed facilities made 
the establishment of priorities necessary. 


It was considered essential to formulate a method 
for the establishment of priorities within the categories 
as well as between them which would embody the 
principles enumerated in Subpart E, Sections 53.41 
through 53.47 of the Regulations (Appendix B). 


Because of the autonomous character of general 
hospitals, a special method was used in determining 
priorities within that category. 


A different set of priority policies was applied to 
tuberculosis, chronic disease, and mental institutions, 
these being largely State-owned and generally available 
to all residents of the State. 


In the field of public health, an appraisal of existing 
facilities was used. 


Establishment of priorities between the categories 
was found to be a complex undertaking. However, a 
method was devised which gives reasonable compara- 
tive priority status to the projects in the different types 


of facilities. 
GENERAL HOSPITALS 
The State was divided into general hospital service 
areas. Each of these represented the delineation of the 
area served by the general hospital or hospitals within 
the area. In this category priorities were established 
between areas. 


On the basis of standards issued by the United States 
Public Health Service and the judgment of the Com- 


and rural. The minimum standard in each type of 
area was established as: 


Rural area—2.5 beds per 1,000 population 
Intermediate area—4.0 beds per 1,000 population 
Base area—4.5 beds per 1,000 population 


The over-all State standard was set at 4.5 beds per 
1,000 population. 


The differential between the State standard and the 
rural area standard left 2.0 beds per 1,000 population, 
which were placed in what was termed the pool. The 
differential in the case of intermediate areas left 0.5 
beds per 1,000 population for the pool. 


Assignments were made from the pool to areas which 
needed more beds than the minimum standards. In 
making allocations from the pool, such circumstances 
as high utilization of existing facilities, rapidly chang- 
ing population, and other factors were taken into con- 
sideration. The resultant figures, that is, the area 
standard supplemented by allocations from the pool, 
were considered the determined needs. 


The number of existing beds was established by the 
survey. The normal number of beds for which each 
hospital had been constructed was reduced by the 
number of beds located in buildings classified as un- 
acceptable, thus arriving at the acceptable normal bed 
capacity. 


The per cent to which the determined need was met 
was established by dividing the number of acceptable 
beds by the determined need. By this process, the per 


mittee, these areas were classified as base, intermediate, cent of met need was established (Table V). In this 
TABLE V: PRIORITY POINTS FOR GENERAL HOSPITALS, MET NEED ADJUSTED BY UTILIZATION OF EXISTING FACILITIES 
TOTAL ACCEPT- PER CENT STANDARD DIFFERENTIAL 
BEDS ABLE oF MET PER CENT PER CENT BETWEEN ORDER OF 
NEEDED | NORMAL NEED! OCCUPANCY OccUPANCY ACTUAL AND PRIORITY POINTS? PRIORITY 
AREA BED R— 60% STANDARD PER 
CAPACITY Iand B—70% |CENT CAPACITY 
Ht, Garrett: County. ..5 3.05 oe. ees 46 -= — a — — 0.0 sl 
epee avert COUNTY. 6. osc sae ws’ 26 — — — — — 0.0 2 
R-6, Worcester County............. 60 — _. — a 0.0 A 3 
I-2, Washington County........... 280 168 60.0 109.5 70 39.5 20.5 4 
I-6, Talbot and Caroline Counties .. 179 87 48.6 90.4 70 20.4 28.2 5 
R-5, Kent and Queen Anne’s Counties 63 25 39.7 69.2 60 9.2 30.5 6 
I-4, Montgomery and Prince 
reat Canntie.. =A... 887 519 58.5 71.7 70 1.7 56.8 7 
Bie OCI COUNEY sic cs 6c ccc sisiwia ow 128 Te 56.3 62.8 70 — 7.2 63. B .8 
R-4, St. Mary’s County............ 70 45 64.3 57.5 60 — 2.5 66 9 
I-8, Wicomico County............. 247 177 y rg 74. 70 4.2 67.5 10 
I-7, Dorchester County............ 112 65 58.0 59.5 70 —10.5 68.5 11 
B-1, Baltimore Base Teck BAS OER ws 6,272 4,710 75.1 74.0 70 4.0 (i oe Cc 12 
I-38, Frederick County............. 207 166 80.2 71.5 70 1.5 18.7 13 
I-1, All OHNGY ao2 Gs afew ss 485 410 84.5 67.3 70 — 2.7 87.2 14 
R-3, Chorin Comity, RR a ptebe seat -elbiy 49 33 67.3 36.7 60 —23.3 90.6 D 15 
R-7, Somerset County............. 43 38 88.4 57.1 60 — 2.9 91.3 16 


1Acceptable normal bed capacity divided by total beds needed. 


2Per cent of met need minus differential between actual and standard per cent occupancy. 
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OCCUPANCY RATES FOR GENERAL HOSPITALS 
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PRIORITIES SYSTEM 


manner, the factors which had been taken into con- 
sideration in allocating pool beds to individual areas 
were reflected in the resultant lower per cent of met 
needs for these areas. 


The use made of existing beds being an important 
index as to the urgency of need for additional facilities, 
the per cent of met need was modified to reflect the 
urgency. An institution with an abnormally high 
utilization or percentage of occupancy! would indicate 
an immediate need for more facilities. Conversely, 
an institution with a lower than normal rate of oc- 
cupancy would not appear to be in urgent need of more 
beds. The degree of the urgency of the need is indi- 
cated by the extent of the differential between what 
is considered a normal rate of occupancy for the size 
of the institution and its actual rate. 


It has been demonstrated that the percentage of 
occupancy varies with the size of the hospital.2 In- 
stitutions with less than 100 beds normally operate at 
an occupancy rate near 60%, whereas large hospitals 
generally reach 70%, or higher (Chart 1). By this 
means, rural areas are given special consideration. 


Since small hospitals usually are located in the rural 
areas and larger ones in intermediate and base areas, 
60% was established as the normal occupancy rate 
for hospitals in rural areas and 70% for those in inter- 
mediate and base areas. 


A comparison was made between the actual rate of 
occupancy as reported by the hospitals and the estab- 
blished normal. Where experience was higher than 
normal for the area, the differential of percentage points 
was subtracted from the percentage of met needs. By 
this procedure, the figure representing the per cent of 
met need was changed by the degree of differential 
between the actual-rate of occupancy and the estab- 
lished normal, thus giving the hospital with a high rate 
of occupancy a lower index and hence, a proportion- 
ately higher position on the priority schedule. The 
resultant figures were termed priority points and were 
tabulated in increasing order in Table V. They ranged 
from 0.0 to 91.8. 


The priority schedule was then divided into four 
groups, as follows: 


Number of Areas in Priority Group 


Priority Priority 
Group Points Rural Intermediate Base 
at 0.0— 40.0 4 2 0 
ead» 40 .1— 68.0 is 3 0 
as, bs 68.1— 80.0 0 2 1 
sig 3 gs 80.1—100.0 2 1 0 


The arrangement of general hospital service areas 
and the priority brackets were used later as a control 
for the establishment of quotas of beds in the priority 
brackets in the other categories.® 


1Utilization or percentage of occupancy is determined by mul- 
tiplying the normal bed capacity by 365 and dividing this figure 
jnto the days of service rendered in one year, multiplied by 100. 

2**Hospitals Registered by the American Medical Association,”’ 
Journal of the American Medical Association, April 20, 1946, 
Hospital Number. 


8See “‘Bed Quotas in Priority Brackets,’ Chapter 12. 
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TUBERCULOSIS, CHRONIC DISEASE, 
AND MENTAL HOSPITALS 


Priorities within the categories of tuberculosis, 
chronic disease, and mental hospitals were set up on 


‘a State-wide basis. Within these categories, projects 


were considered to be of varying importance. 


Highest priority was given facilities constructed as 
additions to general hospitals. This is in line with 
current opinion that general hospitals should include 
facilities for tubercuious, chronic disease, and mental 
patients. Since general hospitals are located within 
urban areas, the problems of remoteness from home 
as a deterrent to patients accepting care, convenience 
of visitors, and supply of personnel and personnel hous- 
ing are more readily answered. Under such a program, 
the scope of service of general hospitals is broadened. 
At the same time, their educational activities become 
more inclusive. In the light of the proven fact that 
tuberculosis can be controlled and its incidence actually 
reduced, there is the probability that a point eventually 
might be reached when fewer beds will be needed, at 
which time those beds added to general hospitals for 
this purpose could be converted to other uses. Addi- 
tions to general hospitals for the care of tuberculous, 
chronic, or mental patients were, therefore, placed in 
“A”’ priority. 


Rated next in importance in these categories were 
new facilities at new locations. These should be located 
in or near population centers, thus overcoming the 
objections to the present isolated locations of most of the 
existing institutions. New facilities at new locations 
therefore were given “‘B” priority. 


Additions to existing facilities were given the lowest, 
or “C” and “D”’ priorities. 


An exception was allowed for the assignment of 
higher priority to service and personnel housing facili- 
ties. Although not increasing the number of beds for 
patients when added to or replacing facilities at exist- 
ing institutions, such improvements are considered 
imperative to the effective use of existing facilities. 
The criteria which will govern the granting of such 
higher priority will be based on the relative size of the 
project compared with the whole program and the rela- 
tionship between the cost of the projected construction 
and the demonstrated resultant increase in the effec- 
tiveness of the facilities. 


PUBLIC HEALTH FACILITIES 


Public health facilities exist in all of the counties and 
Baltimore City. Under the present system, the dis- 
tribution of facilities is satisfactory. While most of 
these facilities could be located in better buildings, 
with the limited funds available, the inclusion of pro- 
jects for such facilities was restricted to those which are 
least satisfactory. Through conference with the Di- 
rector of the State Department of Health and the 
Commissioner of Health of Baltimore City, these un- 
satisfactory facilities were arranged in the order of 
their urgency and divided as equally as possible among 
the four priority brackets. 
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Since the public health services are available through- 
out the State, the primary need in this category being 
for housing and not for the extension of services, Fed- 
eral funds allocated to this type of facility were limited 
to 10% of the amount of Federal funds available. 
First priority in this category will be given to facilities 
which will be constructed as parts of general hospitals. 


MET NEEDS BY CATEGORY 


The per cent of met need in each category was 
determined by using the State standards for the various 
categories and dividing them into the acceptable normal 
bed capacity in each category. The results are given 
in the adjoining tabulation. 


In the category of general hospitals, the adjusted 
met needs or priority points were used in the priority 
determinations on an area level rather than the per 
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Acceptable | 
Category Total Beds |Normal Bed| Per Cent of Met Need 
Needed Capacity 
General: (5.x 9,154 6,515 yi ae 
: < {white 71.8 

Tuberculosis.......... 3,177 1,743 54.9 suwhite S68 
Chronic disease .... 4,036 1,713 42.4 
Mental... 10,099 7,273 | 72.1, White, 78.7 


\nonwhite 63.5 


cent of met need on a State level. When the per cent of 
met need was adjusted by the differential between the 
actual rate of occupancy of existing facilities and the 
established normal rate of occupancy, the resultant 
order of service areas was developed (Table V). 


Chapter 12. ALLOCATION OF PRIORITIES BY CATEGORIES 


AVING thus determined priorities within the various 
categories of hospitals, it was then necessary to 
determine a relative priority for each of the various 
categories of hospitals. The “Schedule of Priorities’ 
(Table W) is based on the method finally devised. 


Under the priority system, six general hospital serv- 
ice areas which have less than 40 priority points have 
“A” ratings. Four of these are rural and two interme- 
diate. Since the priority points for these areas range from 
0.0 to 40.0, applications on these projects will be 
given first consideration for approval. After these 
areas have been given an opportunity to waive the 
right or to submit a project attesting their ability to 
supply their portion of the construction funds, along 
with assurance as to their ability to finance operation 
of the project, remaining Federal funds will be held 
available for projects in the “A”’ priority bracket in the 
other categories. 


Since the met need in the category of tuberculosis 
hospitals for nonwhite patients is 36.2% and lower than 
in the other categories, “‘A”’ priority projects will be 
considered next for tuberculosis facilities for these 
patients. In order to qualify for ‘‘A”’ priority, pro- 
jects must be additions to or parts of general hospitals. 


Chronic disease, mental, and tuberculosis facilities 
for white patients, as additions to or parts of general 
hospitals, will be next in line for approval. 


After projects which qualify for “A” priority have 
been allocated funds or have been eliminated by reason 
of failure to submit applications, the projects in the 
“B” bracket will be considered. Under the ‘“B” 
bracket, general hospital projects, tuberculosis facili- 
ties for nonwhite patients, and chronic disease hospi- 
tal projects, which are new facilities at new locations, 
will be given equal consideration. Following these, 
projects for tuberculosis hospitals for white patients 
and mental hospitals, to be new facilities at new locations, 
will be considered. 


When all such projects have either been approved 
or set aside because of failure to submit applications, 
consideration will be given similarly to projects in the 
“Cand “D”’ brackets. 


BED QUOTAS IN PRIORITY BRACKETS 
In order to maintain an equitable balance in the 
number of beds which might be established in each 
category, the general hospital bed allocations were used 
as the control. 


The general hospital service areas were listed in the 
order of their priority points. The number of beds allo- 
cated to the six areas in the “A” priority bracket total 
374, or 14.2% of the total unmet need in this category 
(Table W). This percentage of unmet need was estab- 
lished, therefore, as the limit of beds which might be 
added in the other categories under ‘“‘A”’ priority pro- 
jects. 


This same procedure was applied under the other 
priority brackets with the following results: 


Beds to be Added Under “‘A’’ Priority 
14.2% of Unmet Needs 


General Hospitals... ee 374 
Tuberculosis Hospitals: 
11 Sea ee Penne AIO ee ie Rn 67 
INGI Winters ee Oh pe tena 137 
Chronic Disease Hospitals.................. 330 
Mental Hospitals: 
NEM aicas ts OMe aasceeiie htc netouin wars ctaiea 315 
INOMWHItGL eet a enn eh tene 84 
POUR ernie nai 1,307 


Applied to each priority bracket, the resultant totals 
for all categories are: 


pS ES 6g 9g (a Raa Bote ret pe 1,307 beds 
SES BHOPAVS vals ak Ora ee 1,815 beds 
sa Oba 7} a (a) wh tee aren naar oo eatner 5,756 beds 
SD PPlOFEby sithesivasesi aoecsaeaxts 330 beds 
Total Unmet Needs.................... 9,208 beds 


As a precuution against the possible situation where 
one large project might absorb a disproportionate share 
of the funds available, no single project may be permitted 
to use more than 50% of an annual allotment of Federal 
funds if other acceptable applications are pending. 


TIME LIMITS ON APPLICATIONS 
In order to avoid a stagnation of the program by rea- 
son of the failure of groups with high priorities to 
exercise their rights to funds, time limits were estab- 
lished for the filing of projects. Projects which qualify 
under the “‘A”’ bracket will have until April 1, 1948, to 
file applications. 


If Federal funds available for the current period are 
not entirely exhausted by the approved applications, 
notice will be sent to other groups according to their 
priority positions, advising them of the opportunity 
to submit their project applications. Potential appli- 
eants so notified would have until May 1st of the fol- 
lowing year to submit their proposals. 


This procedure of considering projects semiannually 
will be followed throughout the life of the program ex- 
cept when available funds would be lost by waiting until 
the next filing date. In such case, the State agency 
will call for further project applications on shorter 
notice. 


PRIORITY ADJUSTMENTS 


When projects are approved for construction, the 
priority status of other projects will be reviewed for 
the purpose of determining the effect of the approved 
project on the need for other facilities. The priority 
position of remaining projects will then be adjusted to 
compensate for the change in urgency of need. 


APPEAL AND HEARING PROCEDURE 


The State Board of Health shall provide an oppor- 
tunity for a fair hearing to applicants who are dissatis- 
fied with the action taken on their applications by the 


State Department of Health. 


107 


108 


HOSPITAL SURVEY AND PLAN FOR MARYLAND—PART IV 


TABLE W: SCHEDULE OF PRIORITIES 


Total beds needed 

Acceptable normal bed 
capacity 

Unmet need 


Per cent met need 


‘**A”’ priority includes up to 
14.2% of unmet need in 
each category 


Beds which may be con- 
structed 


Order of priority by category 


“A”? + “B” priorities include 
up to 33.8% of unmet need 


Beds which may be con- 
structed 


Order of priority by category 


BS a + bel Bd + al (Ong priorities 
include up tc 96.4% of 
unmet need 


Beds which may be con- 
structed 


Order of priority by category 


iy sult 2 ae + at OE + 
“—D”’ priorities include up 
to 100% of unmet need 


Beds which may be con- 
structed 


Order of priority by category 


AREA BASIS STATE-WIDE BASIS 
TUBER- 
CULOSIS CHRONIC MENTAL PUBLIC 
GENERAL HOSPITAL BEDS HOSPITAL DISEASE HOSPITAL HEALTH 
BEDS HOSPITAL BEDS FACILITIES 
BEDS 
Non- Non- 
White | white White | white 
9,154 BATT 4,036 10,090 
6,515 Beds 1,743 1,713 7,278 
2,639 Allotted 1,434 2,323 2,812 
By area—0.0% to 88.4% 54.9% 42.4% 72.1% 
71 .8%|86.2% 73 .7%|63.5% 
“A” PRIORITY BRACKET 


R-1, Garrett County 46 
R-2, Calvert County 26 
R-6, Worcester County 60 


J-2, Washington County 112 
I-6, Talbot and Caroline 
Counties 92 
R-5, Kent and Queen Anne’s 
Counties 38 
374 


1 
“BY. PRIORITY 


I-4, Montgomery and Prince 


George’s Counties 368 
I-5, Cecil County 56 
R-4, St. Mary’s County 25 
I-8, Wicomico County 70 
519 

1 
"CC PRIORITY 
B-1, Baltimore Base Area 1,562 
I-7, Dorchester County 47 
I-8, Frederick County 4] 
1,650 

ul 
“D PRIORI *. 
J-1, Allegany County 75 
R-8, Charles County 16 
R-7, Somerset County 5 
96 


Facilities to be constructed as ad- 
ditions to, or parts of, general hospitals 


Up to 
10% of 
total 
funds 
available 
67 137, 330 815 84 
4 2 3 4 
BRACKET 
New facilities at new locations 
| |__| —__|—__|| Up to 
10% of 
total funds 
available 
92 190 460 438 116 
2 1 1 2 1:22 
BRACKET 
Additions to existing facilities Up to 
—————_— ———__|—______|—__|—_—_| 10% of 
total funds 
available 
292 604 1,452 1,389 | 369 
a 1 1 1 1 
BRACKET 
Additions to existing facilities Up to 
—— ]}—_ }—_____|__|__] 10% of 
total funds 
available 
17 85 81 80 eat 
1 1 1 1 1 


TOTALS 


26,457 


17,249 
9,208 


1,307 


1,816 


5,756 


330 


ALLOCATION OF PRIORITIES BY CATEGORIES 


Actions which entitle applicants to a hearing include 
the following: 


(1) Denial of opportunity to make formal 
application. 


(2) Rejection or disapproval of application. 
(3) Refusal to reconsider an application. 


Appeals from decisions or actions must be made by 
the applicant, in writing, within 30 days from the date 
of the decision by the State Department of Health. 


The appellant will be notified in writing of the time 
and place of hearing. The time and place of the hearing 
will be determined by the State Board of Health. 


The appellant is entitled to be represented by counsel. 
The appellant and other persons interested and con- 
cerned with the State Department of Health decision 
are entitled to present pertinent evidence in any way 

desired, subject to reasonable procedures of admissi- 
_ bility and methods of presentation. 


The appellant is entitled to examine all evidence and 
to question opposing witnesses. 


Such hearing will be held before the State Board of 
Health. 


The decision of the State Board of Health will be 
made in writing within 30 days from the date of the 
hearing, and will be based on the evidence presented at 
the hearing. 


A stenographiec record of the hearing will be made 
and, upon the request and at the expense of the ap- 
pellant, will be transcribed and made available for 
examination. 


SUMMARY 


General hospital priorities between areas were based 
on the acceptable normal bed capacity divided by the 
total beds needed and adjusted by the differential 
between what was established as the normal per cent 
of occupancy for the area and the actual per cent of 
occupancy. The resultant figures, priority points, were 
broken into priority brackets as follows: 
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Priority Group Priority Points 


i RARER OT Nias CAREY nee 0.0— 40.0 
Me ace iM alss ad ssid s 40.1— 68.0 
Ee ni, aieaeg tae eT eet 68.1— 80.0 
=.) 3 GRAN ene ROR sete pie ner PACE 80.1—100.0 


Tuberculosis, chronic disease, and mental hospitals 

were treated on a State-wide basis. “A” priority was 
given to facilities which will be additions to general 
hospitals. “B’’ priority was given to new facilities at 
new locations. “‘C’’ and “D”’ priorities were given to 
additions to existing facilities. Allowance was made for 
the granting of higher priority to projects for service 
facilities and personnel housing which would increase 
the effectiveness of existing facilities. 


Public health facilities were granted funds up to 10% 
of the total Federal funds available. The relative 
priority of projects in this group was established upon 
the recommendation of the Director of the State De- 
partment of Health and the Commissioner of Health 
of Baltimore City. 


The number of beds which may be added in each 
priority bracket in the categories of tuberculosis, 
chronic disease, and mental facilities are limited to a 
per cent of the unmet need equal to that allowed for 
general hospital beds in the same bracket. 


Applications for projects and approvals will be made 
at six-month intervals. 


Adjustment of priority positions will be made as 
projects affecting the urgency of other projects are ap- 
proved for construction. 


Under the above-described priority program, the 
projects in the various categories will be considered 
in the order of their need, based on a comparison be- 
tween the current met needs and the determined needs, 
along with the utilization of existing facilities. Rural 
projects will receive special consideration by reason 
of the lower normal per cent of occupancy standard. 
Groups having under consideration the construction 
of facilities will have equal opportunity to qualify 
under the program in proportion to the extent and 
urgency of the needs and the utilization of their exist- 
ing facilities. Provision is made for appeals and hearings 
in connection with applications submitted under the 
Hospital Construction Program. 
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APPENDIX A 


PUBLIC LAW 725—79th CONGRESS 
CHAPTER 958—2D SESSION 
(S 191) 


AN ACT 


To amend the Public Health Service Act to authorize grants 
to the States for surveying their hospitals and public health cen- 
ters and for planning construction of additional facilities, and 
to authorize grants to assist in such construction. 


Be it enacted by the Senate and House of Representatives of the 
United States of America in Congress assembled, That this Act may 
be cited as the “‘Hospital Survey and Construction Act.” 


Sec. 2. The Public Health Service Act (consisting of titles 
I to V, inclusive, of the Act of July 1, 1944, 58 Stat. 682) is hereby 
amended by adding at the end thereof the following new title: 


“TITLE VI—CONSTRUCTION OF HOSPITALS 
“Part A—-DECLARATION OF PURPOSE 


“Sec. 601. The purpose of thistitle is to assist the several 
States— 

*“‘(a) to inventory their existing hospitals (as defined in section 
631 (e), to survey the need for construction of hospitals, and to 
develop programs for construction of such public and other non- 
profit hospitals as will, in conjunction with existing facilities, 
afford the necessary physical facilities for furnishing adequate 
hospital, clinic, and similar services to all their people; and 

““(b) to construct public and other nonprofit hospitals in ac- 
cordance with such programs. 


“PART B—SURVEYS AND PLANNING 
“AUTHORIZATION OF APPROPRIATION 


*“SEc. 611. In order to assist the Statesin carrying out the 
purposes of section 601 (a), there is hereby authorized to be appro- 
priated the sum of $3,000,000, to remain available until expended. 
The sums appropriated under this section shall be used for mak- 
ing payments to States which have submitted, and had approved 
by the Surgeon General, State applications for funds for carrying 
out such purposes. 

“STATE APPLICATIONS 

“Sec. 612 (a) To be approved, a State application for funds 
for carrying out the purposes of section 601 (a) must— 

““(1) designate a single State agency as the sole agency for 
carrying out such purposes: Provided, That after a State plan has 
been approved under section 623, any further survey or pro- 

aming functions shall be carried out, pursuant to section 623 
(a) (10), by the agency designated in accordance with section 623 

a) (1); 

(2) provide for the designation of a State advisory council, 
which shall include representatives of nongovernment organiza- 
tions or groups, and of State agencies, concerned with the opera 
tion, construction, or utilization of hospitals, including rep- 
resentatives of the consumers of hospital services selected from 
among persons familiar with the need for such services in urban 
or rural areas, to consult with the State agency in carrying out 
such purposes; 

**(3) provide for making an inventory and survey in accordance 
with section 601 (a) containing all information required by the 
Surgeon General, and for developing a program in accordance with 
section 601 (a) and with regulations prescribed under section 622; 
and 

**(4) provide that the State agency will make such reports, in 
such form and containing such information, as the Surgeon Gen- 
eral may from time to time reasonably require, and give the 
Surgeon General, upon demand, access to the records on which 
such reports are based. 

‘‘(b) The Surgeon General shall approve any application for 
funds which complies with the provisions of subsection (a). 


“ALLOTMENTS TO STATES 
“Sec. 613. (a) Each State for which a State application 
under section 612 has been approved shall be entitled to an allot- 
ment of such proportion of any appropriation made pursuant 
to section 611 as its population bears to the population of all the 


States, and with such allotment it shall be entitled to receive 
33 1/3 per centum of its expenditures in carrying out the purposes 
of section 601 (a) in accordance with its application: Provided, 
That no such allotment to any State shall be less than $10,000. 
The Surgeon General shall from time to time estimate the sum 
to which each State will be entitled under this section, during 
such ensuing period as he may determine, and shall thereupon 
certify to the Secretary of the Treasury the amount so estimated, 
reduced or increased, as the case may be, by any sum by which 
the Surgeon General finds that his estimate for any prior period 
was greater or less than the amount to which the State was en- 
titled for such period. The Secretary of the Treasury shall! there- 
upon, prior to audit or settlement by the General Accounting 
Office, pay to the State, at the time or times fixed by the Surgeon 
General, the amount so certified. 

““(b) Any funds paid to a State under this section and not ex- 
pended for the purposes for which paid shall be repaid to the 
Treasury of the United States. 


**PART C—CONSTRUCTION OF HOSPITALS AND RELATED FACILITIES 
‘“AUTHORIZATION OF APPROPRIATIONS 


“Sec. 621. In order to assist the States in carrying out the 
purposes of section 601 (b) there is hereby authorized to be appro- 
priated for the fiscal year ending June 30, 1947, and for each of the 
four succeeding fiscal years, the sum of $75,000,000 for the con- 
struction of public and other nonprofit hospitals; and there are 
further authorized to be appropriated for such construction the 
sums provided in section 624. The sums appropriated pursuant 
to this section shall be used for making payments to States which 
have submitted, and had approved by the Surgeon General, State 
plans for carrying out the purposes of section 601 (b); and for 
making payments to political subdivisions of, and public or other 
nonprofit agencies in, such States. 


“GENERAL REGULATIONS 


“SEC. 622. Within six months after the enactment of this 
title, the Surgeon General, with the approval of the Federal 
Hospital Council and the Administrator, shall by general regula- 
tion prescribe— 

‘‘(a) The number of general hospital beds required to provide 
adequate hospital services to the people residing in a State, and the 
general method or methods by which such beds shall be distri- 
buted among base areas, intermediate areas, and rural areas: 
Provided, That for the purposes of this title, the total of such beds 
for any State shall not exceed four and one-half per thousand 
population, except that in States having less than twelve and more 
than six persons per square mile the limit shall be five beds per 
thousand population, and in States having six persons or less per 
square mile the limit shall be five and one-half beds per thousand 
population; but if, in any area (as defined in the regulations) 
within the State, there are more beds than required by the standards 
prescribed by the Surgeon General, the excess over such stand- 
ards may be eliminated in calculating this maximum allowance. 

“‘(b) The number of beds required to provide adequate hospi- 
tal services for tuberculous patients, mental patients, and chronic- 
disease patients in a State, and the general method or methods by 
which such beds shall be distributed throughout the State: 
Provided, That for the purposes of this title the total number of 
beds for tuberculous patients shall not exceed two and one-half 
times the average annual deaths from tuberculosis in the State 
over the five-year period from 1940 to 1944, inclusive, the total 
number of beds for mental patients shall not exceed five per 
thousand population, and the total number of beds for chronic- 
disease patients shall not exceed two per thousand population. 

““(e) The number of public health centers and the general 
method of distribution of such centers throughout the State, which 
for the purposes of this title, shall not exceed one per thirty 
thousand population, except that in States having less than twelve 
persons per square mile, it shall not exceed one per twenty thous- 
and population. 
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“(d) The general manner in which the State agency shall de- 
termine the priority of projects based on the relative need of 
diflerent sections of the population and of different areas lacking 
adequate hospital facilities, giving special consideration to hospitals 
serving rural communities and areas with relatively small financial 
resources. 

“‘(e) General standards of construction and equipment for 
hospitals of different classes and in different types of location. 

““(f) That the State plan shall provide for adequate hospital 
facilities for the people residing in a State without discrimination 
on account of race, creed, or color, and shall provide for adequate 
hospital facilities for persons unable to pay therefor. Such regula- 
tion may require that before approval of any application for a 
hospital or addition to a hospital is recommended by a State 
agency, assurance shall be received by the State from the applicant 
that (1) such hospital or addition to a hospital will be made 
available to all persons residing in the territorial area of the ap- 
plicant, without discrimination on account of race, creed, or color, 
but an exception shall be made in cases where separate hospital 
facilities are provided for separate population groups, if the plan 
makes equitable provision on the basis of need for facilities and 
services of like quality for each such group; and (2) there will be 
made available in each such hospital or addition to a hospital a 
reasonable volume of hospital services to persons unable to pay 
therefor, but an exception shall be made if such a requirement is 
not feasible from a financial standpoint. 

“(¢) General methods of administration of the plan by the 
designated State agency, subject to the limitations set forth in 
section 623 (a) (6) and (8). 


“STATE PLANS 


“Sec. 628. (a) After such regulations have been issued, any 
State desiring to take advantage of this part may submit a State 
plan for carrying out the purposes of section 601 (b). Such State 
plan must— 

‘*(1) designate a single State agency as the sole agency for the 
administration of the plan, or designate such agency as the sole 
agency for supervising the administration of the plan; 

‘“*(2) contain satisfactory evidence that the State agency des- 
ignated in accordance with paragraph (1) hereof will have au- 
thority to carry out such plan in conformity with this part; 

““(3) provide for the designation of a State advisory council 
which shall include representatives of nongovernment organiza- 
tions or groups, and of State agencies, concerned with the 
operation, construction, or utilization of hospitals, including 
representatives of the consumers of hospital services selected 
from among persons familiar with the need for such services in 
urban or rural areas, to consult with the State agency in carry- 
ing out such plans; 

““(4) set forth a hospita] construction program (A) which is 
based on a State-wide inventory of existing hospitals and sur- 
vey of need; (B) which conforms with the regulations prescribed 
by the Surgeon General under section 622 (a), (b), and (c); 
(C) which, in the case of a State which has developed a pro- 
gram under part B of this title, conforms to the program so 
developed except for any modification required in order to 
comply with regulations prescribed pursuant to section 622 
(a), (b), and (c), and except for any modification recommended 
by the State agency designated pursuant to paragraph (1) of 
this subsection and approved by the Surgeon General; and 
(D) which meets the requirements as to lack of discrimination 
on account of race, creed, or color, and for furnishing needed 
hospital services to persons unable to pay therefor, required by 
regulations prescribed under section 622 (f); 

“*(5) set forth the relative need determined in accordance with 
the regulations prescribed under section 622 (d) for the several 
projects included in such programs, and provide for the con- 
struction, insofar as financial resources available therefor and for 
maintenance and operation make possible, in the order of 
such relative need; 

(6) provide such methods of administration of the State 
plan, including methods relating to the establishment and main- 
tenance of personnel standards on a merit basis (except that the 
Surgeon General shall exercise no authority with respect to the 
selection, tenure of office, or compensation of any individual 
employed in accordance with such methods), as the Surgeon 
General prescribes by regulation under section 622 (g); 

(7) provide minimum standards (to be fixed in the discretion 
of the State) for the maintenance and operation of hospitals 
which receive Federal aid under this part; 

(8) provide for affording to every applicant for a construc- 
tion project an opportunity for hearing before the State agency; 
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““(9) provide that the State agency will make such reports in 
such form and containing such information as the Surgeon 
General may from time to time reasonably require, and give the 
Surgeon General, upon demand, access to the records upon which 
such information is based; and 

(10) provide that the State agency will from time to time review 
its hospital construction program and submit to the Surgeon 
General any modifications thereof which it considers necessary. 
“(b) The Surgeon General shall approve any State plan and 

any modification thereof which complies with the provisions of 
subsection (a). If any such plan or modification thereof shall 
have been disapproved by the Surgeon General for failure to 
comply with subsection (a), the Federal Hospital Council shall, 
upon request of the State agency, afford it an opportunity for 
hearing. If such Council determines that the plan or modification 
complies with the provisions of such subsection, the Surgeon 
General shall thereupon approve such plan or modification. 

*““(e) No changes in a State plan shall be required within two 
years after initial approval thereof, or within two years after any 
change thereafter required therein, by reason of any change in 
the regulations prescribed pursuant to section 622, except with the 
consent of the State, or in accordance with further action by the 
Congress. 

“(d) Ifany State, prior to July 1, 1948, has not enacted legisla- 
tion providing that compliance with minimum standards of 
maintenance and operation shall be required in the case of hospitals 
which shall have received Federal aid under this title, such State 
shall not be entitled to any further allotments under section 624. 


“ALLOTMENTS TO STATES 


“SEC. 624. Each State for which a State plan has been ap- 
proved prior to or during a fisca] year shall be entitled for such 
year to an allotment of a sum bearing the same ratio to the sums 
authorized to be appropriated pursuant to section 621 for such 
year as the product of (a) the population of such State and (b) 
the square of its allotment percentage (as defined in section 631 
(a) ) bears to the sum of the corresponding products for all of 
the States. The amount of the allotment to a State shall be avail- 
able in accordance with the provisions of this part, for payment of 
33 1/3 per centum of the cost of approved projects within such 
State. The Surgeon General shall calculate the allotments to be 
made under this section and notify the Secretary of the Treasury 
of the amounts thereof. Sums allotted to a State for a fiscal year 
for construction and remaining unobligated at the end of such 
year shall remain available to such State for such purpose for 
the next fiscal year (and for such year only), in addition to the 
sums allotted for such State for such next fiscal year. Any amount 
of the sum authorized to be appropriated for a fiscal year which 
is not appropriated for such year, or which is not allotted in such 
year by reason of the failure of any State or States to have plans 
approved under this part, and any amount allotted to a State but 
remaining unobligated at the end of the period for which it is 
available to such State, is hereby authorized to be appropriated 
for the next fiscal year in addition to the sum otherwise authorized 
under section 621. 


“APPROVAL OF PROJECTS AND PAYMENTS FOR CONSTRUCTION 


“SEC. 625. (a) For each project for construction pursuant to a 
State plan approved under this part, there shall be submitted to 
the Surgeon General through the State agency an application by 
the State or a political subdivision thereof or by a public or other 
nonprofit agency. Such application shall set forth (1) a description 
of the site for such project, (2) plans and specifications therefor 
in accordance with the regulations prescribed by the Surgeon 
General under section 622 (e), (3) reasonable assurance that title 
to such site is or will be vested solely in the applicant, (4) reason- 
able assurance that adequate financial support will be available 
for the construction of the project and for its maintenance and 
operation when completed, and (5) reasonable assurance that 
the rates of pay for laborers and mechanics engaged in con- 
struction of the project will be not less than the prevailing local 
wage rates for similar work as determined in accordance with 
Public Law 403 of the Seventy-fourth Congress, approved August 
30, 1935, as amended. The Surgeon General shall approve such 
application if sufficient funds to pay 331/38 per centum of the 
cost of construction of such project are available for the allotment 
to the State, and if the Surgeon General finds (A) that the applica- 
tion contains such reasonable assurance as to title, financial 
support, and payment of prevailing rates of wages, (B) that the 
plans and specifications are in accord with the regulations pre- 
scribed pursuant to section 622, (C) that the application is in 
conformity with the State plan approved under section 623 and 
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contains an assurance that the applicant will conform to the ap- 
plicable requirements of the State plan and of the regulations 
prescribed pursuant to section 622 (f) regarding the provision of 
facilities without discrimination on account of race, creed, or 
color, and for furnishing needed hospital facilities for persons 
unable to pay therefor, and an assurance that the applicant will 
conform to State standards for operation and maintenance, and 
(D) that it has been approved and recommended by the State 
agency and is entitled to priority over other projects within the 
State in accordance with the regulations prescribed pursuant to 
section 622 (d). No application shall be disapproved until the 
Surgeon General has afforded the State agency an opportunity for 
a hearing. 

“(b) Upon approving an application under this section, the 
Surgeon Genera! shall certify to the Secretary of the Treasury an 
amount equal to 33 1/3 per centum of the estimated cost of con- 
struction of the project and designate the appropriation from 
which it is to be paid. Such certification shall provide for payment 
to the State, except that if the State is not authorized by law to 
make payments to the applicant the certification shall provide for 
payment direct to the applicant. Upon certification by the State 
agency, based upon inspection by it, that work has been per- 
formed upon a project, or purchases have been made, in accordance 
with the approved plans and specifications, and that payment 
of an installment is due to the applicant, the Surgeon General 
shall certify such installment for payment by the Secretary of the 
Treasury; except that if the Surgeon General, after investigation 
or otherwise, has ground to believe that a default has occurred 
requiring action pursuant to section 632 (a) he may, upon giving 
notice of hearing pursuant to such subsection, withhold certifica- 
tion pending action based on such heer:ng. 

“*(¢c) Amendment of any approved application shall be subject 
to approval in the same manner as an original application. Certi- 
fication under subsection (b) may be amended, either upon ap- 
proval of an amendment of the application or upon revision of the 
estimated cost of a project. An amended certification may direct 
that any additional payment be made from the applicable allot- 
ment for the fiscal year in which such amended certification is 


made. 

*(d) The funds paid under this section for the construction of 
an approved project shall be used solely for carrying out such pro- 
ject as so approved. 

*‘(e) If any hospital for which funds have been paid under this 
section shall, at any time within twenty years after the completion 
of construction, (A) be sold or transferred to any person, agency, or 
organization, (1) which is not qualified to file an application under 
this section, or (2) which is not approved as a transferee by the 
State agency designated pursuant to section 623 (a) (i), or its 
successor, or (B) cease to be a nonprofit hospital as defined in 
section 631 (g), the United States shall be entitled to recover from 
either the transferor or the transferee (or, in the case of a hospital 
which has ceased to be a nonprofit hosital, from the owners thereof) 
33 1/3 per centum of the then value of such hospital, as deter- 
mined by agreement of the parties or by action brought in the 
district court of the United States for the district in whichsuch 
hospital is situated. 


“Part D—MISCELLANEOUS 
“DEFINITIONS 


“Sec. 631. For the purposes of this title— 

“‘(a) the allotment percentage for any State shall be 100 per 
centum less that percentage which bears the same ratio of 50 per 
- eentum as the per capita income of such State bears to the per 
capita income of the continental United States (excluding Alaska), 
except that (1) the allotment percentage shall in no case be more 
than 75 per centum or less than 33 1/3 per centum, and (2) the 
allotment percentage for Alaska and Hawaii shall be 50 per centum 
each, and the allotment percentage for Puerto Rico shall be 75 
per centum; 

“*(b) the allotment percentages shall be promulgated by the 
Surgeon General between July 1 and August 31 of each even- 
numbered year, on the basis of the average of the per capita in- 
comes of the States and of the continental United States for the 
three most recent consecutive years for which satisfactory data 
are available from the Department of Commerce. Such promulga- 
tion shall be conclusive for each of the two fiscal years in the 
period beginning July 1 next succeeding such promulgation: 
Provided, That the Surgeon General shall promulgate such per- 
centages as soon as possible after the enactment of this title, which 
oe shall be conclusive for the fiscal year ending June 
30, 1947; 
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“*(e) the population of the several States shall be determined 
on the basis of the latest figures certified by the Department of 
Commerce; 

““(d) the term ‘State’ includes Alaska, Hawaii, Puerto Rico, and 
the District of Columbia; 

**(e) the term ‘hospital’ (except as used in section 622 (a) and 
(b) ) ineludes public health centers and general, tuberculosis, 
mental, chronic disease, and other types of hospitals, and related 
facilities, such as laboratories, out-patient departments, nurses’ 
home and training facilities, and central service facilities operated 
in connection with hospitals, but does not include any hospital 
furnishing primarily domiciliary care; 

“(f) the term ‘public health center’ means a publicly owned facil- 
ity for the provision of public health services, including related 
facilities such as laboratories, clinics, and administrative offices 
operated: in connection with public health centers; 

““(g) the term ‘nonprofit hospital’ means any hospital owned and 
operated by a corporation or association, no part of the net earn- 
ings of which inures, or may lawfully inure, to the benefit of any 
private shareholder or individual; 

“(h) the term ‘construction’ includes construction of new 
buildings, expansion, remodeling, and alteration of existing build- 
ings, and initial equipment of any such buildings; including 
architects’ fees, but excluding the cost of off-site improvements and, 
except with respect to public health centers, the cost of the ac- 
quistion of land; and 

**(i) the term ‘cost of construction’ means the amount found by 
the Surgeon General to be necessary for the construction of a pro- 
ject. 


‘“‘WITHHOLDING OF CERTIFICATION 


“SEC. 632. (a) Whenever the Surgeon General, after reason- 
able notice and opportunity for hearing to the State agency des- 
ignated in accordance with section 612 (a) (1), finds that the State 
agency is not complying substantially with the provisions required 
by section 612 (a) to be contained in its application for funds under 
Part B, or after reasonable notice and opportunity for hearing to 
the State agency designated in accordance with section 623 (a) 
(1) finds (1) that the State agency is not complying substantially 
with the provisions required by section 623 (a), or by regulations 
prescribed pursuant to section 622, to be contained in its plan 
submitted under section 623 (a), or (2) that any funds have been 
diverted from the purposes for which they have been allotted 
or paid, or (3) that any assurance given in an application filed under 
section 625 is not being or cannot be carried out, or (4) that there 
is a substantial failure to carry out plans and specifications ap- 
proved by the Surgeon General under section 625, the Surgeon 
General may forthwith notify the Secretary of the Treasury and 
the State agency that no further certification will be made under 
part B or part C, as the case may be, or that no further certification 
will be made for any project or projects designated by the Surgeon 
General as being affected by the default, as the Surgeon General 
may determine to be appropriate under the circumstances; and, 
except with regard to any project for which the application has 
already been approved and which is not directly affected by such 
default, he may withhold further certifications until there is no 
longer any failure to comply, or, if compliance is impossible, 
until the State repays or arranges for the repayment of Federal 
moneys which have been diverted or improperly expended. 

‘*(b) (1) If the Surgeon General refuses to approve any applica- 
tion under section 625, the State agency through which the applica- 
tion was submitted, or if any State is dissatistied with the Surgeon 
General’s action under subsection (a) of this section, such State 
may appeal to the United States circuit court of appeals for the 
circuit in which such State is located. The summons and notice of 
appeal may be served at any place in the United States. The 
Surgeon General shall forthwith certify and file in the court the 
transcript of the proceedings and the record on which he based 
his action. 

“(2) The findings of fact by the Surgeon General, unless sub- 
stantially contrary to the weight of the evidence, shall be con- 
clusive; but the court, for good cause shown, may remand the case 
to the Surgeon General to take further evidence, and the Surgeon 
General may thereupon make new or modified findings of fact and 
may modify his previous action, and shall certify to the court the 
transcript and record of the further proceedings, Such new or 
modified findings of fact shall likewise be conclusive unless sub- 
stantially contrary to the weight of the evidence. 

“(3) The court shall have jurisdiction to affirm the action of 
the Surgeon General or to set it aside in whole or in part. The 
judgment of the court shall be subject to review by the Supreme 
Court of the United States upon certiorari or certification as pro- 
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vided in sections 239 and 240 of the Judicial Code, as amended. 
“FEDERAL HOSPITAL COUNCIL; ADMINISTRATION OF TITLE 


“Sec. 633. (a) The Surgeon General is authorized to make 
such administrative regulations and perform such other functions 
as he finds necessary to carry out the provisions of this title. Any 
such regulations shall be subject to the approval of the Adminis- 
trator. 

““(b) In administering this title, the Surgeon General shall 
consult with a Federal Hospital Council consisting of the Surgeon 
General, who shall serve as Chairman ex officio, and eight mem- 
bers appointed by the Administrator. Four of the eight appointed 
members shall be persons who are outstanding in fields pertaining 
to hospital and health activities, three of whom shall be author- 
ities in matters relating to the operation of hospitals, and the 
other four members shal! be appointed to represent the consumers 
of hospital services and shall be persons familiar with the need for 
hospital services in urban or rural areas. Each appointed member 
shall hold office for a term of four years, except that any member 
appointed to fill a vacancy occurring prior to the expiration of the 
term for which his predecessor was appointed shall be appointed 
for the remainder of such term, and the terms of office of the 
members first taking office shall expire, as designated by the Ad- 
ministrator at the time of appointment, two at the end of the first 
year, two at the end of the second year, two at the end of the 
third year, and two at the end of the fourth year after the date of 
appointment. An appointed member shall not be eligible to serve 
continuously for more than two terms but shall be eligible for 
reappointment if he has not served immediately preceding his re- 
appointment. The Council is authorized to appoint such special 
advisory and technical committees as may be useful in carrying 
out its functions. Appointed Council members and members of 
advisory or technical committees, while serving on business of the 
Council, shall receive compensation at rates fixed by the Ad- 
ministrator, but not exceeding $25 per day, and shall also be en- 
titled to receive an allowance for actual and necessary travel and 
subsistence expenses while so serving away from their places of 
residence. The Council shall meet as frequently as the Surgeon 
General deems necessary, but not less than once each year. Upon 
request by three or more members, it shall be the duty of the 
Surgeon General to call a meeting of the Council. 

**“(e) In administering the provisions of this title, the Surgeon 
General, with the approval of the Administrator, is authorized to 
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utilize the services and facilities of any executive department in 
accordance with an agreement with the head thereof. Pay- 
ment for such services and facilities shall be made in advance or 
by way of reimbursement, as may be agreed upon between the 
Administrator and the head of the executive department furnish- 
ing them. 

“CONFERENCES OF STATE AGENCIES 


“Sec. 634. Whenever in his opinion the purposes of this title 
would be promoted by a conference, the Surgeon General may 
invite representatives of as many State agencies, designated in 
accordance with section 612 (a) (1) or section 623 (a) (1), to confer 
as he deems necessary or proper. Upon the application of five or 
more of such State agencies, it shall be the duty of the Surgeon 
General to call a conference of representatives of all State agencies 
joining in the request. A conference of the representatives of all 
such State agencies shall be called annually by the Surgeon General. 


“STATE CONTROL OF OPERATIONS 


“SEC. 635. Except as otherwise specifically provided, nothing 
in this title shall be construed as conferring on any Federal 
officer or employee the right to exercise any supervision or control 
over the administration, personnel, maintenance, or operation of 
any hospital with respect to which any funds have been or may be 
expended under this title.”’ 

SEc. 3. Paragraph (2) of section 208 (b) of the Public Health 
Service Act, as amended, is amended by inserting ‘‘(A)’’ before 
the words ‘“‘to assist’; by striking out the word “‘paragraph’’ 
and inserting in lieu thereof the word ‘‘clause’’; and by striking 
out the period at the end of such paragraph and inserting in lieu 
thereof a comma and the following: ‘‘and (B) to assist in carrying 
out the purposes of title VI of this Act, but not more than twenty 
such officers appointed pursuant to this clause shall hold office 
at the same time.”’ 

: gat 4. Section 1 of the Public Health Service Act is amended 
o read: 

“Section 1. Titles I to VI, inclusive, of this Act may be cited 
as the ‘Public Health Service Act’.” 

Sec. 5. The Act of July 1, 1944 (58 Stat. 682), is hereby further 
amended by changing the number of title VI to title VII and by 
changing the numbers of sections 601 to 612, inclusive, and refer- 
ences thereto, to sections 701 to 712, respectively. 

Approved August 13, 1946. 


AMENDMENTS TO PUBLIC LAW 725—79th CONGRESS 


PUBLIC LAW 713—80th CONGRESS 
CHAPTER 544—2D SESSION 
(H.R. 5889) 


AN ACT 


To extend the provisions of title VI of the Public Health Service 
Act to the Virgin Islands. 


Be it enacted by the Senate and House Representatives of the 
United States of America in Congress assembled, That (a) para- 
graph (a) of section 631 of the Public Health Service Act, as 


amended, is amended by inserting after ‘‘Puerto Rico” the follow- 
ing: ‘‘and the Virgin Islands.”’ 
(b). Paragraph (d) of such section is amended to read as follows: 
(d) the term ‘State’ includes Alaska, Hawaii, Puerto Rico, 
the Virgin Islands, and the District of Columbia;’’. 
Approved June 19, 1948. 


PUBLIC LAW 723—80th CONGRESS 
CHAPTER 554—2D SESSION 
(H.R. 6339) 


AN ACT 


To amend the provisions of title VI of the Public Health Service 
Act relating to standards of maintenance and operation for hospi- 
tals receiving aid under that title. 


Be it enacted by the Senate and House of Representatives of the 
United States of America in Congress assembled, That subsection 
(d) of section 623 of the Public Health Service Act, as amended, is 
amended to read: 

““(d) If any State, prior to July 1, 1948, has not enacted legisla- 
tion providing that compliance with minimum standards of 


maintenance and operation shall be required prior to that date | 


(or, at the option of the State, required within such time after 


enactment of the legislation as the Surgeon General finds rea- 
sonable) in the case of hospitals which shall have received 
Federal aid under this title, such State shall not be entitled to 
any further allotments under section 624 until such time as such 
State has enacted such legislation. Upon enactment of such 
legislation after July 1, 1948, the prohibition in this subsection 
against further allotments to such State under this part shall no 
longer be effective and such State shall, subject to the other 
requirements of this part, be entitled to allotments under sec- 
tion 624 for the fiseal year in which such legislation is enacted 
and for the preceding fiscal year.”’ 

Approved June 19, 1948. 
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PUBLIC LAW 830—80th CONGRESS 
CHAPTER 728—2D SESSION 
(H.R. 4816) 


AN ACT 


To amend section 624 of the Public Health Service Act so as 
to provide a minimum allotment of $100,000 to each State for the 
construction of hospitals. 

Be it enacted by the Senate and House of Representatives of the 
United States of America in Congress assembled, That the first 
sentence of section 624 of the Public Health Service Act, as amend- 
ed, is amended to read as follows: ‘‘Each State for which a State 
plan has been approved prior to or during a fiscal year shall be 
entitled for such year to an allotment of a sum bearing the same 
ratio to the sums authorized to be appropriated pursuant to sec- 
tion 621 for such year as the product of (a) the population of such 


State and (b) the square of its allotment percentage (as defined in 
section 61 (a)) bears to the sum of the corresponding products for 
all of the States: Provided, That no such allotment to any State 
shall be ess than $100,000 but for the purpose of this proviso the 
term State shall not include the Virgin Islands.” 

Sec. 2. There are hereby authorized to be appropriated for 
the fiscal year ending June 30, 1948, and for each of the three 
succeeding fiscal years, such sums as may be necessary to provide 
increased allotments for the construction of hospitals pursuant 
to the first sentence of section 624 of the Public Health Service 
Act, as amended by the first section of this Act. 

Approved June 29, 1948. 


APPENDIX B 
UNITED STATES PUBLIC HEALTH SERVICE REGULATIONS! 


TITLE 42—PUBLIC HEALTH 
Chapter I—Public Health Service, 
Federal Security Agency 


PART 53—GRANTS FOR SURVEY, PLANNING AND CONSTRUCTION 
OF HOSPITALS 


SUBPART A—DEFINITIONS 


Sec. 
58.1 Definitions. 


SUBPART B—DISTRIBUTION OF GENERAL HOSPITAL BEDS 


53.11 Plan of distribution. 

58.12 Maximum State allowance. 

53.138 Standards for construction program. 
58.14 Beds classified as general hospital beds. 


SUBPART C—DISTRIBUTION OF TUBERCULOSIS, MENTAL, AND 
CHRONIC DISEASE HOSPITAL BEDS 


53.21 Maximum State allowance. 
53.22 Distribution. 


SUBPART D—DISTRIBUTION OF PUBLIC HEALTH CENTERS 


53.31 Maximum State allowance. 
53.32 Distribution. 


SUBPART E—PRIORITY OF PROJECTS 


53.41 Manner of determination. 

53.42 Balance among categories of facilities. 

58.48 All categories of facilities; additional facilities as against 
replacements. 

53.44 General hospital category. 

58.45 Chronic disease category. 

58.46 Public health centers. 

53.47 Size and character. 


SUBPART F—GENERAL STANDARDS OF CONSTRUCTION AND 
EQUIPMENT 

58.51 General. cam 

58.52 Size of mental and psychiatric hospitals. 

53.53 Size of tuberculosis hospitals. 


SuBPART G—NON-DISCRIMINATION AND HOSPITAL SERVICES FOR 
PERSONS UNABLE To PAY THEREFOR 


58.61 General. 
53.62 Non-discrimination. 
58.63 Hospital services for persons unable to pay therefor. 


SuBPART H—METHODS OF ADMINISTRATION OF THE STATE PLAN 


58.71 General. 

53.72 Construction program. 

53.73 Personnel administration. 

58.74 Fair hearings. 

53.75 Construction standards. 

53.76 Publicizing the State plan. 

53.77 Processing construction applications. 
53.78 Requests for construction payments. 
53.79 Fiscal and accounting requirements. 


Appendix A—General standards of construction and equipment. 
Appendix B—Merit System Policies of the United States Public 
Health Service. 
AUTHORITY: §§ 53.1 to 53.79, inclusive, issued under sec. 622, 
Pub. Law 725, 79th Cong., 60 Stat. 1042; 42 U.S. C. Supp. 291e. 
_ DERIVATION: §§ 53.1 to 53.79, inclusive, contained in Regula- 
tions, Acting Surgeon General, Jan. 24, 1947, approved Federal 
Hospital Council, Nov. 14, 1946, and Federal Security Adminis- 
trator, Feb. 4, 1947, as amended by Regulations, Surgeon General, 
approved Federal Hospital Council and Federal Security Ad- 
ministrator, June 5, 1947, 12 F. R. 980, 3308. 


SUBPART A—DEFINITIONS 


§ 53.1 Definitions. Except as otherwise stated, the following 
terms shall have the following meanings when used in the regula- 
tions in this part: 

(a) Area. A logical hospital service area, taking into account 
such factors as population, distribution, natural geographic 
boundaries, transportation, and trade patterns, all parts of which 
are reasonably accessible to existing or proposed hospital facilities 
and which has been designated by the State Agency as a base, 
intermediate, or rural area. Nothing in the regulations in this 
part shall preclude the formation of an interstate area with the 
mutual agreement of the States concerned. 

(b) Base area. Any area which is so designated by the State 
Agency and has the following characteristics: (1) Irrespective of 
the population of the area, it shall contain a teaching hospital of a 
medical school; this hospital must be suitable for use as a base 
hospital in a coordinated hospital system within the State; or 
(2) the area has a total population of at least 100,000 and con- 
tains or will contain on completion of the hospital construction 
program under the State plan at least one general hospital which 
has a complement of 200 or more beds for general use. This 
hospital must furnish internships and residencies in two or more 
specialties and must be suitable for use as a base hospital in a 
coordinated hospital system within the State. 

(ec) Intermediate area. Any area so designated by the State 
Agency which: (1) Has a total population of at least 25,000 and 
(2) contains, or will contain on completion of the hospital con- 
struction program under the State plan, at least one general 
hospital which has a complement of 100 or more beds and which 
would be suitable for use as a district hospital in a coordinated 
hospital system within the State. 

(d) Rural area. Any area so designated by the State Agency 
which constitutes a unit, no part of which has been included in a 
base or intermediate area. 

(e) Coordinated hospital system. An interrelated network of gen- 
eral hospitals throughout a State in which one or more base hospi- 
tals provide district hospitals and the latter in turn provide rural 
and other small hospitals with such services relative to diagnosis, 
treatment, medical research and teaching as cannot be provided 
by the smaller hospitals individually. 

(f) Hospitai. Public health centers and general, tuberculosis, 
mental, chronic disease, and other types of hospitals, and related 
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facilities, such as laboratories, out-patient departments, nurses’ 
home and training facilities, and central service facilities operated 
in connection with hospitals, but not institutions furnishing 
primarily domiciliary care. The term “‘hospital,’’ except as ap- 
plied generally to include public health centers, shall be restricted 
to institutions providing community service forin-patient medical 
or surgical care of the sick or injured; this includes obstetrics. 
It shall exclude Federal hospitals and institutions found to con- 
stitute a public hazard. 

(g) Allied special hospital. Cardiac, eye-ear-nose-throat, isola- 
tion, maternity, children’s orthopedic, and skin and cancer, as 
well as other hospitals providing similar specialized types of care 
commonly given in general hospitals. The term excludes mental, 
tuberculosis, and chronic disease hospitals. 

(h) Chronic disease hospital. A hospital, the primary purpose of 
which is medical treatment of chronic illness, including the de- 
generative diseases, and which furnishes hospital treatment and 
care, administered by or under the direction of persons licensed to 
practice medicine in the State. The term includes such convales- 
cent homes as meet the foregoing qualifications. It excludes tuber- 
culosis and mental hospitals, nursing homes, and also institutions, 
the primary purpose of which is domiciliary care. 

(i) General hospital. Any hospital for in-patient medical or 
surgical care of acute illness or injury and for obstetrics, of which 
not more than 50% of the total patient days during the year are 
customarily assignable to the following categories of cases: 
Chronic, convalescent and rest, drug and alcoholic, epileptic, 
mentally deficient, mental, nervous and mental, and tuberculosis. 

(j) Mental hospital. A hospital for the diagnosis and treat- 
ment of nervous and mental illness but excluding institutions for 
the feeble-minded and epileptics. 

(k) Nonprofit hospital. Any hospital owned and operated by 
a corporation or association, no part of the net earnings of which is 
applied, or may lawfully be applied, to the benefit of any private 
shareholder or individual. 

(1) Psychiatric hospital. A type of mental hospital where 
patients may receive intensive treatment and where only a 
minimum of continued treatment facilities will be afforded. 

(m) Tuberculosis hospital. A hospital for the diagnosis and 
treatment of tuberculosis, excluding preventoria. 

(n) Hospital bed. A bed for an adult or child patient. Bassinets 
for the new-born in a nursery, beds in labor rooms and in health 
centers, and other beds used exclusively for emergency purposes 
are not included in this definition. 

(0) Population. In computing the population of the State or 
any area thereof for purposes of the regulations in this part, the 
State Agency shall use the latest figures of civilian population 
certified by the Federal Department of Commerce with such ad- 
justments as may be necessary to reflect changing local conditions. 
Such adjustments shall not result in any increase in the total 
population of the State over the figures certified by the Depart- 
ment of Commerce. 

(p) Public health center. A publicly owned facility utilized by a 
local health unit for the provision of public health services, in- 
cluding related facilities such as laboratories, clinics, and adminis- 
trative offices operated in connection with public health centers. 

(q) Local health unit. A single county, city, county-city, or local 
district health unit, as well as a State health district unit where the 
primary function of the State district unit is the direct provision 
of public health services to the population under its jurisdiction. 

(r) Public health services. Services provided through organized 
community effort in the endeavor to prevent disease, prolong life, 
and maintain a high degree of physical and mental efficiency. In 
addition to the services which the community already provides 
as a matter of practice, the term shall include such additional 
services as the community from time to time may deem it desirable 
to provide. 

(s) State. The 48 States, Alaska, Hawaii, Puerto Rico, and the 
District of Columbia. 

(t) State agency. As the context may require, either the agency 
designated by the State pursuant to section 612 (a) (1) of the 
Federal Hospital Survey and Construction Act or the agency des- 
ignated to administer the State plan pursuant to section 623 (a) 
(1) of the Federal Act. 

(u) Surgeon General. The Surgeon General of the United States 
Public Health Service. 

(v) Federal Act. Title VI of the Public Health Service Act, as 
amended by the Hospital Survey and Construction Act (Public 
Law 725, 79th Congress, 60 Stat. 1042; 42 U.S. C. Supp. 291 (e) ), 
approved August 18, 1946. 


SUBPART B—DISTRIBUTION OF GENERAL HOSPITAL BEDS 
§ 53.11 Plan of distribution. It is the intention of the regula- 
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tions in this part to provide for distribution of general hospital 
beds among the different areas of the State so as to provide com- 
prehensive and adequate types of hospital services to all sizes of 
communities. In accordance with this intent the general methods 
by which general hospital beds shall be distributed among base 
areas, intermediate areas, and rural areas, shall be as provided for 
in §§ 53.12 to 53.14, inclusive. 

§ 538.12 Maximum State allowance. The number of general 
hospital beds required to provide adequate hospital services to the 
people residing in any State shall be: 

(a) In States having 12 or more persons per square mile, 4.5 
beds per thousand population, 

(b) In States having less than 12 and more than 6 persons per 
square mile, 5 beds per thousand population; and 

(c) In States having 6 persons or less per square mile, 5.5 beds 
per thousand population. 

If in any area (base, intermediate, or rural), as determined by 
the State agency, there are more beds than required by these 
standards, such excess may be eliminated in calculating the maxi- 
mum allowance for the State as a whole. 

§ 53.13 Standards for construction program. The construction 
program under the State plan shall provide for general hospital 
beds, existing and proposed, in each area within the State in 
accordance with the following standards: 

(a) In States having 12 or more persons per square mile, 2.5 
beds per thousand population in rural areas, 4.0 beds per thousand 
in intermediate areas, and 4.5 beds per thousand in base areas; 

(b) In States having less than 12 but more than 6 persons per 
square mile, 3 beds per thousand population in rural areas, 4.5 
beds per thousand in intermediate areas, and 5 beds per thousand 
in base areas; and 

(c) In States having 6 or less persons per square mile, 3.5 beds 
per thousand population in rural areas, 5.0 beds per thousand in 
intermediate areas, and 5.5 beds per thousand in base areas. 

In addition, the State agency shall subtract from the total 
number of beds permitted for each area under § 53.12 the total 
number of beds permitted for each area under this section or the 
number of beds in existence, whichever is greater. The total num- 
ber of beds so determined for all areas shall be distributed at the 
discretion of the State agency and without regard to standards 
specified in §§53.12 and 53.18. This shall be done in such a man- 
ner as to meet the special needs of any area and facilitate the co- 
ordination of hospital services. In allocating beds under this sec- 
tion, the State Agency shall give special consideration to hospitals 
serving persons in rural areas and communities with relatively 
small financial resources. : 

§ 58.14 Beds classified as general hospital beds. The count of 
existing general hospital beds shall include the beds in the hospitals 
of this category as defined above, and also: (a) Beds in allied special 
hospitals, and (b) beds in any tuberculosis, mental, or chronic 
disease hospital which are specifically assigned for the care of 
general patients, except where the beds so assigned in any institution 
number less than ten. Beds for persons hospitalized for the primary 
condition of tuberculosis, mental, or chronic disease shall be ex- 
cluded. 

SuBPART C—DISTRIBUTION OF TUBERCULOSIS, MENTAL, AND 

CHRONIC DISEASE HOSPITAL BEDS 

§ 53.21 Maximum State allowance. The number of beds re- 
quired to provide adequate hospital services for tuberculous 
patients, mental patients, and chronic disease patients in any State 

all be: ; 
oh) For tuberculous patients, 2.5 times the average annual 
deaths from tuberculosis in the State over the 5-year period from 
1940 to 1944, inclusive; i 

(b) For mental patients, 5 per thousand population; and 

(c) For chronic disease patients, 2 per thousand population. 

The count of existing tuberculosis, mental, and chronic disease 
hospital beds shall include the beds in the hospitals of these respec- 
tive categories, as defined above, and also beds in any general 
hospital which are specifically assigned for the care of tuberculous, 
mental and chronic disease patients respectively, except where the 
beds so assigned in any institution number less than 10 in any 
category. : A : 

§ 58.22 Distribution. Whenever practicable, tuberculosis 
hospitals receiving grants under the Federal Act shall be built in 
centers of population and in proximity to general hospitals. 

Whenever practicable, mental hospitals receiving grants under 
the Federal Act shall be aes in centers of population and in 

roximity to general hospitals. ; 
‘ Whenever aranieabls, een disease hospitals shall be built 
in centers of population and in proximity to general hospitals. 
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SUBPART D—DISTRIBUTION OF PUBLIC HEALTH CENTERS 


§ 53.31 Maximum State allowance. The number of public 
health centers in a State (counting those existing as well as those 
provided with aid under the act) shall not exceed one per 30,000 
State population, except in States having less than 12 persons per 
square mile the number shal! not exceed one per 20,000 popula- 
tion. The following shall be excluded from the count of public 
health centers: 

(a) Existing facilities which the State Agency, after consultation 
with the State health authority, has determined to be unsuitable 
for use as public health centers, and 

(b) Auxiliary facilities such as laboratories and clinics, whether 
existing or proposed, and whether they are located within the same 
structure as the health department office, or-in a separate structure. 

§ 53.32 Distribution. The general method of distribution of 
public health centers throughout the State shall conform to the 
plan of organization of local health units within the State. In in- 
stances where the State Health Department is not the State 
Agency designated under section 623 (a) (1) of the Federal Act, 
the method of distribution shal]l be determined after consulta- 
tion with the State health authority. 


SUBPART E—PRIORITY OF PROJECTS 


§ 53.41 Manner of determination. The general manner in which 
the State Agency shal] determine the priority of projects included 
in the State construction program shall conform with the prin- 
ciples set out in this subpart. 

§ 53.42 Balance among categories of facilities. Insofar as prac- 
ticable the State Agency shall develop its construction program in 
relation to the proportionate need for each of the five categories 
of facilities (general, mental, tuberculosis, chronic, and health 
centers). In determining proportionate needs, consideration shall 
be given to existing facilities and those under construction with- 
out assistance under the Federal act. 

; 53.43 All categories of facilities; additional facilities as against 
replacements. Initial installations and additions to existing hospi- 
tals and health centers shall be given priority over replacements, 
except: 

(a) Where replacement is of minor character and necessary to 
the provision of needed additional facilities; 

(b) Where, in the case of a hospital, replacement is essential to 
puarate an existing needed hospital which constitutes a public 

azard; : 

(ec) Where, in the case of a public health center, the State health 
authority has certified that the existing facility is unsuitable for 
use as a public health center. 

§ 53.44 General hospital category. The relative priority of these 
projects shall be determined after consideration of the following 
factors in the order of importance as given: 

(a) The relative need for beds in the area (base, intermediate, or 
rural) in which the project will be located, taking into account the 
utilization of existing general hospital beds in the area and giving 
special consideration to projects providing service for persons lo- 
cated in rural communities and areas with relatively small finan- 
cial resources; 

(b) The extent to which beds will be made available for groups 
of the population which by reason of race, creed, or color are less 
adequately served than other groups of the population. 

§ 53.45 Chronic diseases category. Priority shall be given to those 
projects in which the chronic disease facilities will be operated as 
sub-units of general hospitals. 

§ 58.46 Public health centers. Highest priority in this category 
shall be given to the provision of facilities for local health units 
serving rural communities and areas with relatively small financial 
resources. Where the agency designated to administer the State 
plan is not the State health authority, the State Agency shall de- 
termine the relative priorities to be established after consultation 
with the State health authority. 

§ 53.47 Size and character. Insofar as practicable and without 
affecting the priority of hospitals serving rural communities and 
areas with relatively small financial resources, special consideration 
shall be given to applications for construction of projects of a 
size and character consistent with efficient and economical opera- 
tion. 


SuBPART F—GENERAL STANDARDS OF CONSTRUCTION AND 

EQUIPMENT 

§ 53.51 General. Plans and specifications for each project sub- 
mitted to the Surgeon General for approval under the Federal 
Act shall be prepared in accordance with the “General Standards 
of Construction and Equipment”’ for hospitals of different classes 
and in different types of locations as prescribed by the Surgeon 
General set forth in Appendix A! to this part. The Surgeon General 
may approve plans and specifications which contain deviations 
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from the requirements prescribed, if he is satisfied that the pur- 
poses of such requirements have been fulfilled. 

The design and construction covered by the plans and specifica- 
tions must conform with the applicable State and local laws, codes, 
and ordinances and with the approved State plan. The plans and 
specifications must be complete and adequate for contract pur- 
poses and have the approval and recommendation of the State 
Agency. 

Equipment shall be provided in the kind and to the extent 
necessary for the proper functioning of the facility as planned. 

§ 53.52 Size of menial and psychiatric hospitals. No application 
for construction of a psychiatric hospital with a capacity of more 
than 500 beds or of a mental hospital with a capacity of more 
than 3,000 beds shall be approved. This requirement shall not be 
construed to prevent approval of applications for improvements of 
psychiatric and mental hospitals with bed capacities equal to or 
greater than those specified above, if such improvements are de- 
signed to provide more intensive treatment facilities within such 
hospitals. 

§ 58.53 Size of tuberculosis hospitals. No application for con- 
struction of a tuberculosis hospital with a capacity of less than 
100 beds shall be approved, except that an application for con- 
struction of a tuberculosis hospital with a capacity from 50 to 
100 beds may be approved where necessary to provide facilities 
for an isolated area too small to support a larger hospital. 


SUBPART G—NON-DISCRIMINATION AND HOSPITAL SERVICES FOR 
PERSONS UNABLE To PAY THEREFCR 


§ 53.61 General. The State plan shall provide for adequate 
hospital facilities for the people residing in a State without dis- 
crimination on account of race, creed, or color and shall provide 
for adequate hospital facilities for persons unable to pay therefor. 

§ 58.62 Non-discrimination. Before a construction application 
is recommended by a State Agency for approval, the State Agency 
shall obtain assurance from the applicant that the facilities to be 
built with aid under the act will be made available without 
discrimination on account of race, creed, or color to all persons 
residing in the area to be served by that hospital. However, in any 
area where separate hospital facilities are provided for separate 
population groups, the State Agency may waive the requirement 
of assurance from the construction applicant if (a) it finds that the 
plan otherwise makes equitable provision on the basis of need for 
facilities and services of like quality for each such population 
group in the area, and (b) such finding is subsequently approved 
by the Surgeon General. Facilities provided under the Federal 
Act will be considered as making equitable provision for separate 
population groups when the facilities to be built for the group less 
well provided for heretofore are equal to the proportion of such 
group in the total population of the area, except that the State 
plan shall not program facilities for a separate population group 
for construction beyond the level of adequacy for such group. 

§ 53.63 Hospital services for persons unable to pay therefor. Be- 
fore a construction application is recommended by a State Agency 
for approval, the State Agency shall obtain assurance that the 
applicant will furnish a reasonable volume of free patient care. 
As used in this section, “free patient care’ means hospital service 
offered below cost or free to persons unable to pay therefor, in- 
cluding under ‘‘persons unable to pay therefor,” both the legally 
indigent and persons who are otherwise self-supporting but are 
unable to pay the full cost of needed hospital care. Such care 
may be paid for wholly or partly out of public funds or contri- 
butions of individuals and private and charitable organizations 
such as community chests or may be contributed at the expense 
of the hospital itself. In determining what constitutes a reason- 
able volume of free patient care, there shall be considered condi- 
tions in the area to be served by the applicant, including the 
amount of free care that may be available otherwise than through 
the applicant. The requirement of assurance from the applicant 
may be waived if the applicant demonstrates to the satisfaction 
of the State Agency, subject to subsequent approval by the 
Surgeon General, that furnishing such free patient care is not 
feasible financially. 


Suppart H—MeETHODS OF ADMINISTRATION OF THE STATE PLAN 

§ 53.71 General. The State plan shall provide for general 
methods of administration which are in accord with the principles 
set out in §§ 53.72 to 53.78, inclusive. : 

§ 53.72 Construction program. The State hospital construction 
program shall be developed in the following manner: — Le 

(a) The State Agency shall determine need for hospital facilities 
of all types and health center facilities by applying the ratios 
heretofore specified and deducting existing facilities, except those 
justifying replacement under priority regulations. 
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(b) The State Agency shall determine through field investiga- 
tion, and otherwise, the approximate locations within each area 
at which needed beds or health centers should most appropriately 
be built. 

(c) After having determined hospital and public health center 
needs, the State Agency shall establish an overall construction 
program. This program shall set forth al! such needs in accordance 
with the standards specified in §§ 53.12, 58.21, and 538.31 and 
shall show the relative need for each project included, irrespective 
of the availability of funds for construction and for maintenance 
and operation. 

(d) The State Agency shall, from time to time as necessary, 
but at least annually, review the overall hospital construction pro- 
gram. Annually, at a time fixed by the Surgeon General, the 
Agency shall submit to him a report, which shall contain such 
revisions of the construction program, as the Agency considers 
necessary. 

(e) The State Agency shall establish a separate construction 
schedule on such forms and for such periods as the Surgeon General 
may prescribe. Insofar as funds are available for construction and 
for maintenance and operation, construction shall be scheduled 
in the order of relative need. 

§ 58.73 Personnel administration. A system of personnel ad- 
ministration on a merit basis shall be established and maintained 
with respect to the personnel employed in the administration of 
the State plan. Such a system shall include provision for: 

(a) Impartial administration of the merit system; 

(b) Operation on the basis of published rules or regulations; 

(c) Classification of all positions on the basis of duties and re- 
sponsibilities and establishment of qualifications necessary for the 
satisfactory performance of such duties and responsibilities; 

(d) Establishment of compensation schedules adjusted to the 
responsibility and difficulty of the work; 

(e) Selection of permanent appointees on the basis of examina- 
tions so constructed as to provide a genuine test of qualifications 
and so conducted as to afford all qualified applicants opportunity 
to compete; 4 : 

(f) Advancement on the basis of capacity and meritorious serv- 
ice; and 

(g) Tenure of permanent employees. 

Substantial compliance with the merit system policies of the 
Public Health Service as set forth in Appendix B! will be deemed 
to meet the requirements of the regulations in this part. 

§ 58.74 Fair hearings. The State Agency shall establish such 
rules and regulations as will provide an opportunity for an ap- 
peal to and a fair hearing before the State Agency to every appli- 
cant for a construction project who is dissatified with any action 
of the State Agency regarding its application. 

§ 53.75 Construction standards. ‘I'he State Agency shall adopt 
general standards of construction and equipment for the various 
types of hospitals and health centers assisted under this program. 
The standards adopted shall not be less than the general standards 
prescribed by the Surgeon General and set forth in Appendix A 
to this part. 

§ 58.76 Publicizing the State plan. (a) Prior to submission of 
the State plan to the Surgeon General, the State Agency shall 
publish a general description of the provisions proposed to be in- 
cluded in the State plan and shall give reasonable notice of a public 
hearing at which all interested persons or organizations will be 
given an opportunity to be heard. 

(b) After the Surgeon General has approved the State plan, the 
State Agency shall publish a general description of its provisions 
in newspapers having general circulation throughout the State and 
shall make the approved State plan available for examination, 
upon request, to all interested persons or organizations. 

§ 58.77 Processing construction applications—(a) Form of ap- 
plication. Construction applications, including a detailed estimate 
of the cost of the project, shall be submitted to the Surgeon Gen- 
eral through the State Agency and shall be executed on forms 
prescribed by the Surgeon General. 

(b) Order of processing applications. The State Agency shall pro- 
cess applications received in the order of priority, except that the 
State Agency may approve, recommend and forward to the Sur- 
geon General applications out of the order of priority if: 

(1) The State Agency has afforded reasonable opportunity for 
development and presentation of projects in the order of priority, 


and 

(2) If the State Agency certifies to the Surgeon General that 
financial resources for the construction, maintenance and opera- 
tion of projects of higher priority are not then available. 

The priority of a project under the State plan shall not be 
affected by the fact that other projects of lower priority have 


iNot included herein. 
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previously been approved and recommended by the State Agency. 

(c) Assurances from applicant. In addition to assurance other- 
wise required by the State Agency, before approving an applica- 
tion, the State Agency must have assurance from the applicant: 

(1) That actual construction work will be performed by the 
lump sum (fixed price) contract method, that adequate methods 
of obtaining competitive bidding will be or have been employed 
prior to awarding the construction contract, either by public ad- 
vertising or circularizing three or more bidders, and that the award 
of the contract will be or has been made to the responsible bidder 
submitting the lowest acceptable bid; 

(2) That the construction contracts will prescribe the minimum 
rates of pay for laborers and mechanics engaged in construction 
of the project as determined by the Secretary of Labor and that 
such minimum rates will be stated in the specifications advertised 
in the call for bids on the proposed project; 

(3) That the requirement that each contractor or subcontractor 
shall furnish a weekly sworn affidavit with respect to the wages 
paid each employee during the preceding week, as required by 48 
Stat. 948 (40 U.S. C. 276 (b) and 276 (c) ), and the regulations is- 
sued pursuant thereto, will be incorporated in the project speci- 
fications and made a part of the construction contract; 

(4) That the project will not be advertised or placed on the 
market for bidding until the final working drawings and specifica- 
tions have been approved by the Surgeon General and the ap- 
plicant has been so notified; 

(5) That no construction contract or contracts for the project 
or a part thereof, the cost of which is in excess of the estimated 
cost approved in the application for that portion of the work covered 


‘ by the plans and specifications, will be entered into without the 


prior approval of the Surgeon General; 

(6) That the construction contract will require the contractor to 
furnish performance and payment bonds, the amount of which 
shall each be in an amount not less than fifty percentum (50%) 
of the contract price, and to maintain during the life of the con- 
tract adequate fire, workmen’s compensation, public liability 
and property damage insurance; 

(7) That any change or changes in the contract which (i) makes 
any major alteration in the work required by the plans and 
specifications, or (ii) raises the total contract price over the ap- 
proved estimate of cost of the work covered by the plans and 
specifications will be submitted to the Surgeon General for prior 
approval; : 

(8) That the construction contract will provide that the Sur- 
geon General, the State Agency and their representatives will 
have access at all times to the work wherever it is in preparation 
or progress and that the contractor will provide proper facilities 
for such access and inspection; 

(9) That the applicant will provide and maintain competent 
and adequate architectural or engineering supervision and in- 
spection at the project to insure that the completed work conforms 
with the approved plans and specifications; and 

(10) That the hospital, when completed, will be operated and 
maintained in accordance with minimum standards prescribed by 
the State Agency for the maintenance and operation of hospitals 
aided under the Federal act. 

Provided: That the State Agency, with the prior approval of 
the Surgeon General, may waive technical compliance with any 
of the requirements of this paragraph except subparagraph (1) if 
it finds that the purpose of such requirement has been fulfilled. 

(d) Certification to the Surgeon General. After the State Agency 
has approved a construction application, it shall recommend it to 
the Surgeon General for approval and shall certify: 

(1) That the application contains reasonable assurance as to 
title, payment of prevailing rates of wages, and financial support 
for the non-Federal share of the cost of construction and the en- 
tire cost of maintenance and operation when completed; 

(i) Availability of funds for the non-Federal share of construc- 
tion costs shall mean (a) funds immediately available, placed in 
escrow, or acceptably pledged, or (b) funds or fund sources speci- 
fically earmaked in a sum sufficient for that purpose or (c) other 
assurances acceptable to the Surgeon General. 

(ii) To assure the availability of funds for maintenance and 
operation, the application for the construction of a new project 
must include a proposed operating budget, on a form prescribed 
by the Surgeon General, for the two year period immediately 
following its completion. In the case of an addition to an existing 
facility, the application must include a statement showing that 
funds are or will be available to meet the difference between pro- 
posed expenditures and anticipated income from the operation of 
the constructed addition for the two year period immediately 
following its completion. 
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(2) That the plans and specifications are in accord with Appen- 
dix A; 

(3) That the application is in conformity with the State plan 
approved by the Surgeon General and contains an assurance that 
the applicant will conform to the applicable requirements of the 

lan: 
5 (4) That the application contains an assurance that the ap- 
plicant will conform to the requirements of § § 53.61, 53.62, and 
53.63 regarding the provision of facilities without discrimination 
on account of race, creed, or color, and for furnishing needed 
hospital facilities for persons unable to pay therefor; 

(5) That the application contains an assurance that the ap- 
plicant will conform to State standards for operation and main- 
tenance and to all applicable State laws and State and local codes, 
regulations, and ordinances; 

(6) That the application is entitled to priority over other pro- 
jects within the State and that in making this determination the 
State agency has complied with paragraph (b) of this section; and 

(7) That the State Agency has approved the application. 

(e) Amendments to application. An amendment to any applica- 
tion approved by the Surgeon General shall be processed in the 
same manner as an original application, except that the original 
application’s conformity with priority regulations shall suffice for 
the amendment. Minor changes not provided for under para- 
graph (c) (7) of this section are not considered amendments. 

§ 53.78 Requests for construction payments—(a) Certification by 
State Agency. The State Agency shall certify to the Surgeon 
General the amount of payments due to an applicant for the cost 
of work performed and materials and equipment furnished. 

Requests for payment under the construction contract shall be 
submitted in each of three stages, as follows: 

(1) The first installment when not less than 25 percent of the 
work of construction of the building has been completed, 

(2) The second installment when the mechanical work has been 
substantially roughed in, and 

(3) The third installment when work under the construction 
contract is completed and final inspection made. 

Requests for payment of the Federal share of other allowable 
costs such as architect’s fee, inspection cost, and cost of equipment 
shall be included in requests for payments made at one or more of 
the stages indicated in this paragraph. 

All costs that have not been determined at the time the third 
payment for work performed under the construction contract is 
requested shall form the basis of a request for final payment of the 
Federal share of the entire project. 

With the consent of the Surgeon General, the State Agency 
may adopt a different schedule of payments, but in no case shall 
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such payments be less frequent than those scheduled in this para- 


raph. 

(b) Inspection by State Agency. As a basis for certification by 
the State Agency that payment of an installment is due an- ap- 
plicant, the State Agency, without expense to the Federal govern- 
ment, shall make adequate inspections to determine that the work 
has been performed upon a project, or purchases have been made, 
in accordance with the approved plans and specifications. 

§ 53.79 Fiscal accounting requirements—(a) Construction allot- 
ments. The State Agency shall be responsible for establishing and 
maintaining accounts and fiscal controls of all Federal and State 
funds allotted for construction projects. Federal and State funds 
shall be separately identified by maintaining separate fund ac- 
counts for this purpose. 

The fiscal records shall be so designed as to show at any given 
time the Federal funds allotted, encumbered, and unencumbered 
balances. If State contributions are made for construction, sep- 
arate accounts, reflecting similar information, shall be maintained 
for State funds. 

(b) Construction payments. Where the State may receive Federal 
funds for applicants for construction project grants, or the State 
itself is an applicant, adequate records of account and fiscal con- 
trols shall be established and maintained by the State to assure 
proper accounting of all funds received and disbursed. Similar 
suitable accounts shall be maintained to show the receipt and dis- 
bursement of State, local or other funds used for matching pur- 

oses. 

. The State Agency shall require that applicants receiving Federal 
funds establish and maintain adequate accounting and fiscal rec- 
ords to reflect the receipt and expenditure of funds allotted and 
paid for construction projects. Separate accounts by source shall 
be maintained of all funds received for construction projects. 
These records shall be maintained regardless of whether Federal 
funds are received through the State Agency or directly from the 
Federal government. 

The States which by law are authorized to make payments to 
applicants shall promptly pay such applicants funds certified for 
payment by the Surgeon General for approved construction pro- 
jects. 


[SEAL] THOMAS PARRAN, 
Surgeon General. 
Approved: 
THOMAS PARRAN, 
Chairman, 


Federal Hospital Council. 
Approved: October 17, 1947. 
OscaR R. EWING, 
Federal Security Administrator. 
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CHAPTER 810 
LAWS OF MARYLAND, 1947 


AN ACT to add two new sections to Article 43 of the Annotated 
Code of Maryland (1939 Edition), title ‘‘Health’’, sub-title 
‘Hospitals’, said new sections to be known as Section 496L 
and 496M, and to follow immediately after Section 496K 
of said Article, as said section was enacted by Chapter 210 
of the Acts of 1945, designating the State Board of Health 
as the sole agency to represent the State for the purpose of 
Part C, Public Law 725 of the 79th Congress of the United 
States authorizing grants to States for construction and re- 
construction of hospitals and health centers, and creating an 
Advisory Council on Hospital Construction to advise in con- 
nection therewith. 

SECTION 1. Be it enacted by the General Assembly of Maryland, 
That two new sections be and they are hereby added to Article 43 
of the Annotated Code of Maryland (1939 Edition), title ‘‘Health’’, 
sub-title ‘‘Hospitals’’, said new sections to be known as Sections 
496L and 496M to follow immediately after Section 496K of said 
Article, as said Section was enacted by Chapter 210 of the Acts 
of 1945, and to read as follows: 

496L. The State Board of Health is hereby designated as the 
sole agency to represent the State of Maryland for the purposes of 
Part C, Title VI of the Public Health Service Act, as enacted by 
Public Law 725 of the 79th Congress of the United States, and all 


amendments thereof and additions thereto, providing grants to 
States for the construction and reconstruction of hospitals and 
related facilities. There is hereby conferred upon the State Board 
of Health the powers necessary for it to comply with the provisions 
relating to the sole State agency representing the State of Mary- 
land for the purposes stated in Part C of said Public Law 725 and 
all amendments thereof and additions thereto, and contained in 
any part of said Title VI of Public Law 725 and all amendments 
thereof and additions thereto. 

496M. The Governor shall appoint eleven persons to an Advisory 
Council on Hospital Construction to consult with and advise the 
State Board of Health in its administration of a State plan for 
the construction and reconstruction of hospital facilities as pro- 
vided for in said Public Law 725 of the 79th Congress of the 
United States. 

The term of office of the appointed members of the Advisory 
Council on Hospital Construction shall be three years, but of 
those first appointed, three shall be appointed for a term of one 
year, four for a term of two years, and four for a term of three 
years, and, on the expiration of their respective terms, their 
successors shall be appointed for a term of three years. 

Three members of said Advisory Council on Hospital Con- 
struction shall be appointed from a list of names submitted by the 
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Medical and Chirurgical Faculty of Maryland; four members 
shall be appointed from a list of names submitted by the Mary- 
land-District of Columbia Hospital Association, at least two of 
whom shall be physicians; one member shall be a member of the 
faculty of a graduate school of Public Health in the State of Mary- 
land; and three members shall be representatives of consumers of 
hospital services selected from among persons familiar with the 
need for such services in urban and rural areas. 

In addition to the members so appointed, the persons holding 
the following positions shall also serve as members of said Ad- 
visory Council on Hospital Construction: the Director of the 
Department of Health of Maryland; the Commissioner of Mental 
Hygiene of Maryland; two members of the Committee on Medical 
Care of the Maryland State Planning Commission, designated by 
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i Commission; and the Commissioner of Health of Baltimore 
ity. 

Sec. 2. (Severability.) If any provision of this Act, or the 
application thereof to any person or circumstance shall be held 
invalid, such invalidity shall not affect the provisions or applica- 
tions of this Act which can be given effect without the invalid 
provision or application, and to this end the provisions of this 
Act are declared to be severable. 

Sec.3. (Repeal.) All Acts, or parts of Acts, which are in- 
consistent with the provisions of this Act are hereby repealed. 

Sec. 4. And be it further enacted, That this Act shall take effect 
June 1, 1947. 

Approved, April 25, 1947. 
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CHAPTER 811 
LAWS OF MARYLAND, 1947 


AN ACT to repeal and re-enact with amendments, Section 20 
of Article 31 of the Annotated Code of Maryland (1948 
Supplement), title ‘‘Debt-Public’’, sub-title ‘‘Public Works”’, 
as said Section 20 was amended by Chapter 645 of the Acts 
of 1945, relating to the time during which bonds may be 
issued for public works by political sub-divisions of the State 
and the purposes for which said sub-divisions may accept 
assistance of any agency of the Federal Government. 

SECTION 1. Be tt enacted by the General Assembly of Maryland, 
That Section 20 of Article 31 of the Annotated Code of Mary- 
land (1943 Supplement), title ‘‘Debt-Public’, sub-title ‘‘Public 
Works’, as said Section 20 was amended by Chapter 645 of the 
Acts of 1945, be and it is hereby repealed and re-enacted, with 
amendments, to read as follows: 

20. The powers conferred by this sub-title shall be in addition 
and supplemental to the powers conferred by any other law, and 
bonds, interim certificates or other obligations may be issued 
hereunder for any project notwithstanding that any other law, 
may provide for the issuance of bonds, interim certificates or other 
obligations for like purposes and without regard to the require- 
ment, restrictions or other provisions contained in any other law. 
Bonds may be issued under this sub-title notwithstanding any 
debt, or other limitation prescribed by any other law, and the 
mode and method of procedure for issuance of bonds under this 
sub-title need not conform to the provisions of any other law. 
Any proceedings heretofore taken under any other law by any 
municipality relating to the subject matter of this sub-title, may 


be continued under such other law or under this sub-title, or at 
the option of the governing body may be discontinued and new 
proceedings instituted under this sub-title. Except in pursuance 
of any contract or agreement theretofore entered into by and 
between any municipality and any Federal agency, no municipal- 
ity shall borrow any money or issue any bonds pursuant to the 
provisions of this sub-title after June 1, 1949. It is the purpose 
of this sub-title to enable municipalities to secure the benefits of 
any agency of the Federal Government engaged in a works pro- 
gram, to encourage public works, to reduce unemployment and 
thereby to assist in the national recovery and promote the public 
welfare, and it is also the purpose of this sub-title to enable 
municipalities to accept and secure the assistance and benefits of 
any agency of the Federal Government given to encourage or to 
aid in the construction or acquisition of public works, made 
necessary by and connected with post-war reconstruction and to 
enable municipalities to accept and secure the benefits of any 
agency of the Federal Government given for or to aid in a program 
of public health, medical research or medical care, and to these 
ends municipalities shall have power to do all things necessary 
or convenient to carry out said purpose in addition to the express 
powers conferred in this sub-title. This sub-title is remedial in 
nature and the powers hereby granted shall be liberally construed. 

Sec. 2. And be it further enacted, That this Act shall take 
effect June 1, 1947. 

Approved, April 25, 1947. 
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CHAPTER 716 
LAWS OF MARYLAND, 1947 


AN ACT to add a new and additional section to Article 48 of the 
Annotated Code of Maryland (1939 Edition) title ‘Health’, 
sub-title ‘‘Miscellaneous Provisions’’, to be known as Section 
44B of said Article, to follow immediately after Section 44A 
of said Article, providing for the administration and super- 
vision by the State Board of Health, of a mental health pro- 
gram. 

SECTION 1. Be it enacted by the General Assembly of Maryland, 
That a new and additional section be and the same is hereby added 
to Article 43 of the Annotated Code of Maryland (1939 Edition), 
title ‘Health’, sub-title ‘Miscellaneous Provisions,’ to be 
known as Section 44B of said Article, to follow immediately after 
Section 44A of said Article and to read as follows: 

44B. The State Board of Health is hereby designated as the 


agency of the State to administer a program of non-institutional 
services for mentally ill or those who are suffering from conditions 
which may lead to mental illness and to coordinate and supervise 
the administration of those services included in the program which 
are not administered directly by it. The purpose of such program 
shall be to develop, extend and improve services for locating per- 
sons who are suffering from some mental illness and to provide 
facilities for diagnosis and corrective treatment of non-institutional 
cases. 

Nothing in this Act shall be construed to amend or alter in 
any way, the rights and powers conferred upon the Board of 
Mental Hygiene. 

The said State Board of Health is hereby authorized: 

(a) To formulate and administer a detailed plan or plans for 
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the purposes herein specified, and make such rules and regulations 
= may be necessary or desirable for the administration of such 
plans. 

(b) To receive and expend in accordance with such plans, all 
funds made available to such Board by the Federal Government, 
the State or its political subdivisions or from any other sources for 
such purposes. 

(c) To cooperate with the Federal Government, through its 
appropriate agency or instrumentality, and all other agencies, 
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both public and private, in developing, extending and improving 
such services and in the administration of such plans. 
_ Sec 2. And be it further enacted, That all laws or parts of laws 
inconsistent herewith are hereby repealed to the extent of such 
inconsistencies. 

Sec. 3. And be it further enacted, That this Act shall become 
effective June 1, 1947. 

Approved April 25, 1947. 
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CHAPTER 210 
LAWS OF MARYLAND, 1945 


AN ACT to add a new sub-title and eleven new sections to Article 
43 of the Annotated Code of Maryland (1939 Edition), 
title ‘‘Health’’, said new sub-title to read “‘Hospitals’’, said 
new sections to be known as Sections 496A to 496K, in- 
clusive, and to follow immediately after Section 496 of said 
Article, providing for the licensing of hospitals, authorizing 
the State Board of Health to promulgate rules and regulations 
prescribing certain minimum standards for hospitals and 
creating an Advisory Committee. 

SECTION 1. Be it enacted by the General Assembly of Maryland, 
That a new sub-title and eleven new sections be and they are hereby 
added to Article 43 of the Annotated Code of Maryland (1939 
Edition), title ‘Health’, said new sub-title to be known as 
‘Hospitals’, and said new sections to be known as Sections 496A 
to 496K, inclusive, to follow immediately after Section 496 of 
said Article, and to read as follows: 


HOSPITALS 


496A. (Definitions.) The following terms used in this sub- 
title are hereby defined as follows: 

‘Hospital’? as herein used means any institution which main- 
tains and operates facilities for the care and/or treatment of two 
(2) or more non-related persons as patients suffering mental or 
physical ailments, but shall not be construed to include any dis- 
pensary or first-aid treatment facilities maintained by any com- 
mercial or industrial plant, educational institution or convent. 

“Person” shall include any person, partnership, association or 
corporation or any state, county or local governmental unit and 
any division, board or agency thereof. 

496B. (Hospitals Must Obtain Licenses.) No person shall 
establish, conduct, maintain or operate in the State of Maryland 
any hospital without first having obtained a license therefor as 
hereinafter provided in this sub-title. 

496C. (Existing Hospitals to Obtain Licenses.) No person 
may continue to operate an existing hospital unless such opera- 
tion shall be approved and legally licensed by the State Board of 
Health as hereinafter provided in this sub-title; provided, how- 
ever, that all hospitals in operation on the effective date of this 
sub-title shall be given a reasonable time to meet the minimum 
standards provided for in this sub-title and the rules and regula- 
tions issued thereunder. 

496D. (Application for Licenses.) Any person desiring a license 
to open a hospital or to continue the operation of an existing 
hospital shall file with the State Board of Health a verified ap- 
plication setting forth the name of the applicant desiring such 
license, that the applicant is not less than twenty-one years of age 
and of reputable and responsible character, the class of hospital 
to be operated, the location thereof, the name of the person in 
charge thereof and such additional information as the State Board 
of Health may require. Applications on behalf of a corporation or 
association or a governmental unit or agency shall be made by any 
two officers thereof. 

Each application for a license to operate a hospital shall be ac- 
companied by a fee of ten dollars ($10.00). All licenses issued 
hereunder shall expire one year from date of issuance. No such 
fee shall be refunded and all fees received by the State Board of 
Health under the provisions of this sub-title shall be paid into the 
State Treasury to the credit of the State Board of Health for the 
purpose of carrying out the provisions of this sub-title. ; 

496E. (Issuance of Licenses.) The State Board of Health is 


hereby authorized to issue licenses to open, maintain and operate 
hospitals which, after inspection, are found to comply with the 
provisions of this sub-title and the rules and regulations adopted 
thereunder by the State Board of Health. No license granted 
hereunder shall be assignable or transferable. 

496F. (Inspections.) The State Board of Health shall cause each 
hospital in the State of Maryland to be periodically inspected 
under rules and regulations to be established by said Board of 
Health, as hereinafter provided. 

Any hospital desiring to make any alteration or addition to its 
buildings and plant or any change in any of its facilities may, 
before making such change, alteration or addition, request the 
State Board of Health to approve the same, provided, however, 
that nothing contained in this sub-title shall be construed as in 
any way superseding the provisions of any local building code now 
in existence or hereafter enacted. Thereupon, the State Board 
of Health shall investigate the change, alteration or addition so 
contemplated to be made and as soon thereafter as reasonably 
practical shall notify the licensee that said change, alteration or 
addition is approved or disapproved with such recommendations 
as said State Board of Health shall care to make. 

496G. (Standards Established.) The State Board of Health 
shall have full power and authority to make and promulgate rea- 
sonable rules and regulations classifying Lospitals and prescribing 
minimum standards of safety and sanitation in the physical 
plant of diagnostic, therapeutic and laboratory facilities and 
equipment of each class of hospitals, provided, however, that 
nothing contained in this sub-title shall affect the right of each 
institution to employ its own personnel and staff, and provided 
further that said rules and regulations are not in conflict with any 
provisions of this sub-title. The State Board of Health may 
modify, amend or rescind such regulations from time to time as 
may be in the public interest. 

496H. (Appeals.) Any person aggrieved by the refusal of the 
State Board of Health to issue a license may, within ten (10) days 
after receipt of notice of such action or failure to act, take an ap- 
peal therefrom to a court having equity jurisdiction in the County 
or in the City of Baltimore where such hospital is located or 
contemplated and a copy of such appeal shall be filed with the 
State Board of Health. Within five (5) days after the receipt of 
such copy, the State Board of Health shall transmit to such 
court all the original papers pertaining to such application, and 
such appeal shall thereafter be heard by such court as promptly 
as circumstances will reasonably permit. Such hearing may be 
heard upon the record so transmitted, but the court may hear 
such additional evidence as it may deem proper, and upon the 
conclusion of such hearing, the court may affirm, vacate or modify 
the order appealed from. Any party to said proceeding may ap- 
peal from the decision of such court to the Court of Appeals of 
Maryland, the procedure therein to be the same as in appeals from 
the action of equity courts. 

496-1. (Advisory Board.) An advisory Board of seven (7) mem- 
bers, each of whom shall hold office for a period of five (5) years, 
shall be appointed by the Governor to make recommendations 
to the State Board of Health and to assist in the establishment of 
minimum standards under the provisions of this sub-title and any 
amendments thereto. Three (3) members of said Advisory Board 
shall be appointed from a list of names submitted by the Medical 
and Chirurgical Faculty of Maryland. Four (4) members of said 
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Advisory Board shall be appointed from a list of names submitted 
by the Maryland-District of Columbia Hospital Association of 
which two (2) shall be superintendents of Maryland hospitals and 
one (1) shall be a trustee of a Maryland hospital and at least one 
(1) of whom shall be a member of the Medical and Chirurgical 
Faculty of Maryland. At least four (4) members of the Advisory 
Board shall be doctors of medicine and members of the Medical 
and Chirurgical Faculty of Maryland. Of the original committee, 
one (1) member shall be appointed for a term of one (1) year, two 
(2) for a term of two (2) years, one (1) for a term of three (3) 
years, two (2) for a term of four (4) years, and one (1) for a term 
of five (5) years, from June 1, 1945 and thereafter their successors 
shall be appointed for a term of five (5) years. All members of 
said Advisory Board shall be citizens and residents of the State of 
Maryland for a period of at least one year immediately prior 
to appointment; at least two (2) shall be residents of the City of 
Baltimore; at least two (2) shall be residents of the counties; and 
all members shall serve without compensation. Meetings of said 
Advisory Board may be cailed by the State Board of Health or 
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by any three members of the Advisory Board on proper notice. 

496J. (Violations—Penalties.) Any person maintaining and 
operating a hospital without a license shall be guilty of a mis- 
demeanor, and upon conviction thereof shall be liable to a fine 
of not more than One Hundred Dollars ($100.90) for the first 
offense and not more than Five Hundred Dollars ($500.00) for 
each subsequent offense, and each day such hospita! shall operate 
after a first conviction shall be considered a second offense. 

496K. (Saving Section.) If any provision of this sub-title, or 
the application thereof to any person or circumstances, is held 
invalid, the remainder of this sub-title and the application of such 
provision to other persons or circumstances shall not be affected 
thereby. If any provision, clause, sentence or section of this sub- 
title shall be declared to be invalid or in violation of any pro- 
vision of the State or Federal Constitution, the remainder of this 
sub-title shall stand and be effective notwithstanding. 

Sec. 2. And be it further enacted, That this Act shall take effect 
June 1, 1945. 

Approved March 8, 1945. 
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CHAPTER 421 
LAWS OF MARYLAND, 1945 


AN ACT to repeal and re-enact with amendments Section 526 of 
Article 48 of the Annotated Code of Maryland (1943 Supp.), 
title “Health,” sub-title ‘Chronic Hospitals and Infirmaries,”’ 
increasing the number of chronic hospitals and infirmaries 
and specifying their location. 

SECTION 1. Be it enacted by the General Assembly of Maryland, 
That Section 526 of Article 48 of the Annotated Code of Mary- 
land (19438 Supp. ), title ‘‘Health,”’ sub-title “‘Chronic Hospitals 
and Infirmaries,’ be and the same is hereby repealed and re-en- 
acted with amendments so as to read as follows: 

526. The State Board of Health is authorized to establish three 
institutions for needy persons from the various counties and Bal- 
timore City who require medical, nursing or custodial care by reason 
of chronic illness or infirmity; one of which shall be located in one 


to be selected by said Board with the approval of the Board of 
Public Works. ‘fhe cost of the erection and equipment of said in- 
stitutions (including the cost of acquiring appropriate sites) shall 
be paid out of appropriations in the budget, or in any bond issue 
bill making appropriations for the purpose. Each institution shall 
contain two sections, one of which shall be a chronic hospital and 
the other an infirmary, and proper provision for both the white and 
colored races shall be made. In selecting sites and making archi- 
tectural plans for each institution, provision shall be made for 
possible expansion and for the later addition of a unit for the 
treatment of chronic diseases of children. The State Board of 
Health shall appoint ‘a superintendent and such other personnel 
as may be necessary, within the limits of the budgetary appropria- 
tions, for each institution. 


of the nine counties on the Hastern Shore, one in the eastern part Sec. 2. And be it further enacted, That this Act shall take effect 
of the Western Shore convenient and accessible to Baltimore City, on June 1, 1945. 
Baltimore, Anne Arundel, Carroll, Howard, and Harford Counties, Approved March 29, 1945. si 
and one on the Western Shore in Western Maryland, at points 
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CHAPTER 170 
LAWS OF MARYLAND, 1943 


AN ACT to add a new sub-title and five new sections to Article 
43 of the Annotated Code of Maryland (1939 Edition), title 
‘‘Health’’, said new sub-title to read ‘“‘Chronic Hospitals and 
Infirmaries’’, and said new sections to be known as Sections 
526 to 5380, inclusive, and to follow immediately after Section 
525 of said Article, providing for the establishment of Chronic 
Hospitals and Infirmaries and their management and main- 
tenance. 

SECTION 1. Be it enacted by the General Assembly of Maryland, 

That a new sub-title and five new sections be and they are hereby 

added to Article 48 of the Annotated Code of Maryland (1939 


Edition), title ‘‘Health’’, said new sub-title to be known as © 


“Chronic Hospitals and Infirmaries’’, and said new sections to be 
known as Sections 526 to 5380, inclusive, to follow immediately 
after Section 525 of said Article, and to read as follows: 
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526. The State Board of Health is authorized to establish 
two institutions for needy persons from the various counties and 


Baltimore City who require medical, nursing or custodial care 
by reason of chronic illness or infirmity; one of which shall be 
located in one of the nine counties on the Eastern Shore and one 
in one of the fourteen counties on the Western Shore, at points 
to be selected by said Board with the approval of the Board of 
Public Works. The cost of the erection and equipment of said in- 
stitutions (including the cost of acquiring appropriate sites) shall 
be paid out of appropriations in the budget, or in any bond issue 
bill making appropriations for the purpose. Each institution shall 
contain two sections, one of which shall be a chronic hospital and 
the other an infirmary, and proper provisions for both the white 
and colored races shall be made. In selecting sites and making 
architectural plans for each institution, provision shall be made 
for possible expansion and for the later addition of a unit for the 
treatment of chronic diseases of children. The State Board of 
Health shall appoint a superintendent and such other personnel 
as may be necessary, within the limits of the budgetary appro- 
priations, for each institution. 

527. Admission to the chronic hospitals and infirmaries shall 
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be made on the basis of a statement by a physician who, after an 
examination, finds that the patient is in need of chronic hospital or 
infirmary care, and of a further statement by the local County 
Welfare Board or the Department of Welfare of Baltimore City 
that the patient is unable to pay for the cost of his care. Final 
arrangements for admission shall be made only after the County 
Commissioners of the County or the Department of Welfare of 
Baltimore City where the applicant resides have given their ap- 
proval. No patient shall be admitted who has tuberculosis in a 
transmissible form, mental disease of the type requiring care in a 
mental hospital, an orthopedic disease of a type admissible to the 
special orthopedic hospitals, or who is under the age of sixteen 
years. 

528. No patient shall be admitted who is able to pay the cost 
of proper hospital care elsewhere. In all cases admitted, there shall 
be collected from the patient or his family as much of the actual 
cost of maintenance as is reasonably possible, but no case shall 
pay above the actual per diem cost calculated on the basis of the 
total cost of running the institutions. 

529. For each patient admitted to either of the chronic hospitals 
and infirmaries from any county of the State or Baltimore City, the 
County Commissioners of said county and the Mayor and City 
Council of Baltimore shall pay into the State Treasury the sum of 
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seventy-five cents per day, as long as said patient remains in such 
institution. The remaining cost of board, care and treatment, 
and the cost of operation shall be paid out of appropriations in the 
budget. Said charge of seventy-five cents per day shall be collectible 
by the State Comptroller in the same manner as in the case of 
patients admitted to the insane hospitals of the State, as provided 
in Section 49 of Article 59 of the Code and the Comptroller shall 
have the power to determine, in the event of any dispute as to 
residence, which .one of two or more counties may be responsible 
for such charge. 

530. Each of the chronic hospitals and infirmaries shall have 
a Board of Visitors consisting of one member of the Board of 
County Commissioners for each County and the Director of the 
Department of Welfare of Baltimore City in the area served by 
such institution, said member to be selected by said Board of 
County Commissioners. The Board of Visitors shall make periodic 
visits to the institution and make suggestions to the State Board of 
Health concerning the conduct and maintenance of the chronic 
hospitals and infirmaries. 

Sec. 2. And be it further enacted, That this Act shall take effect 
June 1, 1948. 

Approved March 18, 1943. 
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APPENDIX I 
POPULATION OF MARYLAND BY COUNTY 1943, 1940, 1930, AND 1920 


PER CENT CHANGE 


CouNTY 19431 19402 19302 1920? a a 
x 1920-19302 1930-19402 1940-1943 
Allegany ar to et aes Aigo Be eines 81,302 86,973 79,098 69,938 13.1 10.0 — 6.5 
Anne ATund bcos is ee a he 77,070 68,375 55,167 43,408 rf Be 23.9 pA 
TEP Unibet (0) 4: Paseo Rete MRR ER OEE ra Maat te UMN _ 202,425 155,825 124,565 74,817 66.5 25.1 29 9 
Caen corr eis caenste mene ae eA ae 10,549 10,484 9,528 9,744 —2.2 10.0 0.6 
CWA ONG) rat oe nce aay ecaaeeamenicass 16,047 17,549 17,387 18,652 —6.8 0.9 — 8.6 
WarrOMaea Sey is accuas ehed eee ates 89,399 39,054 35,978 34,245 Boa 8.5 0.9 
CIELO Ee ORAS Saran oie i ed pe aero ne 82,055 26,407 25,827 23,612 9.4 22 21.4 
hares eas senate Baise dg sone rine 19,784 17,612 16,166 17,705 —8.7 BD 12.3 
WMorenestien fers bac.ertc ss tee pian wake ake tes 24,264 28,006 26,813 27,895 —3.9 4.4 —13.4 
MCOEIN CLO ross Ae ea riel stove: fasrage ie isin ece 51,774 57,312 54,440 §2,541 3.6 5.3 — 9.7 
Grarrebtianrons fs risise ae Be rcs are eee he 18,534 21,981 19,908 19,678 1.2 10.4 —15.7 
RIATIONG Waseca toca ce Md rb seine 42,890 35,060 31,603 29,291 7.9 10.9 22.3 
STO WATS ie he Gee ees aes See oie SS 18,481 17,175 16,169 15,826 2.2 S74 7.6 
LEGS a ER ESR AR ot rDNA 13,071 13,465 14,242 15,026 —5.2 — 5.5 —- 2.9 
WORT OMIEKY aiken race Bi aa Se as Soar 104,155 83,912 49,206 34,921 40.9 70.5 24.1 
PPINCEGEOrgeis. ex caiss eee ans 3 oe S cote 117,625 89,490 60,095 43,347 38.6 48.9 31.4 
Queen tAnnes) isis ete siecsca oes oerens 12,194 14,476 14,571 16,001 —8.9 — 0.7 —15.8 
bs MEATY Se co ncaeict sii dleintet aaa vrehaheo es 17,877 14,626 15,189 16,112 —5.7 — 3.7 2202 
MOMEIS Ovi: soci ecnk ar ule ea aa coee in oie 17,269 20,965 23,382 24,602 —5.0- —10.8 —17.6 
PLM oY 0% Me Aras eal aa aig ra ne oe a 16,190 18,784 18,583 18,306 gO pe i fe —13.8 
IWaASHING COR s citnc sora eh wate Sie hake 69,890 68,838 65,882 59,694 10.4 4.5 1.5 
IWACOMMICO Se eoislckaren 3,08 sie ener 82,960 34,530 31,229 28,165 10.9 10.6 — 4.5 
WWOPCCSELOD 25 tate scouts cre weeveie be eusteiaie 19,201 21,245 21,624 22,309 —3.1 — 1.8 — 9.6 
County totals ioe eco Serra ce 1,055,006 962,144 826,652 715,885 15.5 16.4 9.7 
BaeltimorevCity oe. iss cheek ates OS ke 927,941 859,100 804,874 733,826 9.7 6.7 8.0 
STATH: DOTATS o ciscche 1,982,947 1,821,244 1,631,526 1,449,661 12.5 11.6 8.9 
1United States Bureau of the Census, Estimated Civilian Population, 1943. 
2United States Bureau of the Census, 16th Census of the United States, 1940. 
APPENDIX J 
POPULATION OF MARYLAND BY RACE AND COUNTY, 1919 AND 1945 
19401 19452 
COUNTY a 
Total White Nonwhite Total White Nonwhite 
BMY se Mera rie cetenc cee acti hared wer Wide oy be Per Gee 86,973 ; 85,651 1,322 81,302 80,082 1,220 
Ane AMINGO st sta scr Meme or 2 Malle OEE N ae ee eet 68,375 50,524 17,851 77,070 56,955 20,115 
MS ANCIMOLE we Act ae eat cosine nie Seek runs eps eee 155,825 145,295 10,530 202,425 188,660 13,765 
Waliverta ce crak ss mere eter acs a else ame ee ean e ca 10,484 5,604 4,880 10,549 5,633 4,916 
CALGUNG sa eaec rr ae ee Eni ate ne ST 17,549 14,102 3,447 16,047 12,886 3,161 
Wark alloe ee eee mn tual ot emo eg ho, con. ta ag err 39,054 36,973 2,081 39,399 37,311 2,088 
(ici aon ee eee icy eae er Oitered meen ga ee 26,407 24,051 2,356 32,055 29,170 2,885 
(OY Vz yal Soares ae ic eri ME et ne RE oer SURE 17,612 10,384 7,228 19,784 11,673 8,111 
POT EMESL Gah ctor weeds sape sees Ia epee ee eR ee a ett 28,006 19,917 8,089 24,264 17,252 7,012 
1 Onto ayes (0) a CVS Pai i nie eve ea eae ie Osher ae Renae Sg Ea 57,312 52,607 4,705 51,774 47,529 4,245 
(EXE D 21H He MSPS foals coed ay Rata i RSE a CIORS pr DST Oe ae a aE 21,981 21,976 5 18,534 18,534 0 
BP ear FOR va tel as concca ore een acre ache eta catia eer chee pede 35,060 31,076 3,984 42,890 38,001 4,889 
LO Wa ore eerier sas uhoe's Karigl els REGE Gm ae ee bie ea br) 14,369 2,806 18,481 15,469 3,012 
BOOMs Seavinpts be eect b sace hee Aaa eee SAR SE Ger de tee RS 13,465 9,404 4,061 13,071 9,124 3,947 
WVODEEOMEOR Yi aes acts asainrs caine oat kre oer ace ost cow 83,912 74,986 8,926 104,155 93,115 11,040 
Rrince:George stay soca crac eet aon ae ae es 89,490 73,217 16,273 117,625 96,217 21,408 
GCE CANES sears ss cuca eee eased ease ean te ee ee 14,476 10,129 4,347 12,194 8,524 3,670 
SCSIMAG ys Bis Aik bonsai ek eee Ie ae Ne oe ote 14,626 9,901 4,725 32,318 26,794 5,524 
MSOIMEISOL ONY cae cree Rees ero Ee eR MR Eat 20,965 13,904 7,061 17,269 11,449 5,820 
Talbot SSS BERR eRe ty Beer wa One rNle -Nanieaia ac: eT UIC. eget eR 18,784 13,048 5,736 16,190 11,252 4,938 
Washington ee HON ps Fhe SR ERO NALIN Peseta TT CORR PAN 68,838 67,048 1,790 69,890 68,073 1,817 
DWVAC OM COs a ai i mca tO cay So uate Boe mee eae ee te ae 34,530 27,035 7,495 32,960 25,808 7,152 
EVV ORCOSCOR Mux tammN Nan ethane ke Se kata LU SE Renee ne a Ui ae 21,245 14,575 : 6,670 19,201 13,172 6,029 
GGUDUVSUOUMIB sh. cat satis Mace tt nae tamemeheadew melee os oe 962,144 825,776 136,368 1,069,447 919,186 150,261 
IBaltiniones Ciuy rin cease en eee a at ioe GRE ke 859,100 692,705 166,395 930,000 751,000 179,000 
STATE VODALS sat shea oes see 1,821,244 1,518,481 302,763 1,999,447 1,670,186 329,261 


1United States Bureau of the Census, 16th Census of the United States, 1940. 
2Maryland State Department of Health, Bureau of Vital Statistics. 
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APPENDIX K 
COMPOSITION OF POPULATION IN MARYLAND BY COUNTY, URBAN, RURAL NONFARM, AND RURAL FARM, 19401 
URBAN RuRAL NONFARM RURAL FARM 
County POPULATION © |——————, , — |) sO 
940 Number Per Cent Number Per Cent Number Per Cent 

PY SEO RS bel ee ne 86,973 50,707 58.3 30,054 34.6 6,212 Tt 
ETI PUNO OR 0.0) ac oie ie Nas als ses 68,375 13,069 19.1 43,451 63.5 11,855 17.3 
LL ay T3771 eR eR eerie ae ae en ae 155,825 28,802 102,167 24,856 | 
Wamene Clty... ce. ws 859,100 859,100 87.5 “ef 10.1 ce 2.4 
Calvert pire Pet aierer et rte seks se ee Lt 10,484 — — 3,586 34.2 6,898 65.8 
OOS UE Ba OS 17,549 —_ — 9,375 53.4 8,174 46.6 
Carroll Bete he Tar Cera cose Sica ee a: woo se eee 39,054 4,692 12.0 19,784 50.7 14,578 37.3 
Wiemirtm es eke Sl ko re 26,407 3,518 13.3 14,565 55.2 8,324 $1.5 
CODEC RSE SE BR Sa 17,612 — —_ 7,929 45.0 9,683 55.0 
SEI LCT CS Eg ee 28,006 10,102 36.1 9,541 34.1 8,363 29.9 
PRET Gr ERRNO ae ae oe Ol ee 57,312 19,658 34.3 18,453 32.2 19,201 33.5 
CEES gaa AS a 21,981 — —_ 10,962 49.9 11,019 50.1 
Musee od abet gD hrs Sk eg kc ah 35,060 4,967 14.2 15,730 44.9 14,363 41.0 
LDS Ms Oe ea a 17,175 — —_ 10,522 61.3 6,653 38.7° 
1ST AaB ET See eh ee 13,465 2,760 20.5 6,501 48.3 4,204 31.2 
Montgomery Be etek tia, stand a dear tok lads 83,912 7,650 9.1 62,170 Gack 14,092 16.8 
TPEINGO°GOGETO'E suis 5c Viateieincce’ bes 89,490 18,347 20.0 55,829 62.4 15,314 g East 
een ANe a rice st a, sion ea Pek: 14,476 —_ — 7,348 50.8 7,128 49 .2 
GeO et irae oe aig k wis ates Ses 14,626 oe _ 6,483 44.0 8,193 56.0 
PRCIINRERE ry en haat asicae alc abltis. pies 20,965 8,908 18.6 10,716 5L. 1 6,341 30.2 
PAR a aie eco ak Low bes oe 18,784 4,528 24.1 7,589 40.1 6,717 35.8 
SUT ENSLIS (Calera a ea 68,838 32,491 47.2 23,842 34.6 12,505 18.2 
WWMICUMBIOCO NC (2k hos cs ils esses Toh ane 34,530 13,313 38.6 11,069 $2.1 10,148 29.4 
WRG Ty 202° a a go 21,245 2,739 12.9 10,267 48.3 8,239 38.8 

STATE OF MARYLAND........ 1,821,244 1,080,351 59.3 497,833 27.3 243,060 13.3 

1United States Bureau of the Census, 16th Census of the United States, 1940. 
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PER CAPITA INCOME IN MARYLAND BY COUNTY, 1940 AND :945 


POPULATION Gross INCOME PER CAPITA POPULATION Gross INCOME PER CAPITA 
CouUNTY 19401 19402 INCOME, 1940 19453 19454 INCOME, 1945 
PALER EY BS ED eet A eee oer eer te 86,973 $52,198,000 $600.16 (3) 82,302 $104,127,000 $1,280.74 (5) 
Anne AORTA 1M SAE» aa See Oe a a ae 32,277,000 472.06 (15) 77,070 65,715,000 852.67 (15) 
Bieeemecty 22] seeteo} 735,844,000 725.02 (1) | 930,000 } | _14758,133,000 1,548.12 (1) 
COE LST GT Toe 2 08 GR UCS gt aia RSC rie Go ns Ae 10,484 3,854,000 367.61 (19) 10,549 7,842,000 743.39 (21) 
@rmmebiies Se taney bs Ne by a ss 17,549 8,308,000 473.42 (14) 16,047 16,918,000 1,054.28 (10) 
"Ser Lat ch the AE aces oe ea 39,054 20,318,000 520.25 (10) 39,399 41,367,000 1,049.95 (11) 
(ON Ea ae SE IE Fag ae ee 26,407 12,659,000 479.38 (13) 32,055 25,773,000 804.02 (18) 
PLETE ES are are ace cote 17,612 5,634,000 319.90 (20) 19,784 11,462,000 579.36 (22) 
RCI RNSU RUS Peace oe Pk ats sara Sine Shanice Paw 28,006 12,682,000 452.83 (17) 24,264 25,813,000 1,063.84 (9) 
ER REITO Lede ote a thse, oe onc Slots Bae aoe 57,312 33,391,000 582.62 (6) 51,774 60,952,000 VATE2T <P) 
Be RR NE ee eater ee ca, in, ps oh sods scb as am, os 21,981 6,852,000 311.72 (21) 18,534 13,949,000 752.62 (20) 
ELE LCST SS RE Sg eee oe 35,060 17,252,000 492.07 (11) 42,890 35,119,000 818.82 (16) 
Tl 0 SR eI ie cia CRS Peer aa 17,175 7,816,000 455.08 (16) 18,481 15,925,000 861.70 (13) 
PUM FEM NE Arf h alas Me eat 'o 76 sa cru cdy lave e Wide beets 13,465 7,773,000 577.27 (8) 13,071 15,814,000 1,209.85 (6) 
UMN ERENT re ores he he or wow ts diosfcael = athe ce iat 83,912 44,026,000 524.67 (9) 104,155 89,633,000 860.57 (14) 
[ELT EPSE DS CET CES Re ny gan ee 89,490 43,670,000 487.99 (12) 117,625 . 92,912,000 789.90 (19) 
CPi irks a bn fo We ee Sa a a 14,476 5,397,000 372.82 (18) 12,194 10,991,000 901.34 (12) 
[eS] WIG a OS aS ae a a Ge em 14,626 4,053,000 27711 (22) 32,318 8,243,000 255.06 (23)5 
SHERROD: Sets es cies § ea cere ears 20,965 5,454,000 260.15 (23) 17,269 14,100,000 816.49 (17) 
ES HG GT gE ap Rie ee Rae aoe oe Ate re eee 18,784 10,984,000 584.75 (5) 16,190 22,353,000 1,380,67 (2) 
SU eeRE UE GENER cota ath lice ad ge aeja hb ated jars Quare Sicko 68,838 39,837,000 SISTE C7) 69,890 81,108,000 1,160.51 (8) 
RMN CRPERRIG UN fags Ret a < ile ao grace Gree sPV. SCR ies 34,530 21,308,000 617.09 (2) 32,960 43,382,000 1,316.20 (4) 
PSE ORE OR eercer ee as ee Rhee cou fo oS sha’, Sele eo) und 21,245 12,714,000 598.45 (4) 19,201 25,873,000 1,347.48 (3) 
STATH OF MARYLAND. .o0000. 5 600.4 1,821,244 $1,144,301,000 $628.31 1,999,447 $2,582,504,000 $1,291.61 


NOTE: 


Numbers in parentheses give relative position of county in State. 


1United States Bureau of the Census, 16th Census of the United States, 1940. 
2“Gross effective buying income,”’ as used in Sales Management, April 10, 1941. 


3Maryland State Department of Health, Bureau of Vital Statistics. 


4“Gross effective buying income,” as used in Sales Management, May 10, 1946. ; : 
5The 1945 population estimates of the State Department of Health are the same as the 1943 U.S. Bureau of the Census estimates for all the counties of Maryland, 


except St. Mary’s County. Therefore, 


it would be advisable to consider both the 1945 and 1943 figures for this County in order to arrive at a more valid pic- 


ture of its economic status. The 1945 per capita income of $255.06, given above, shows a decrease from the 1940 per capita income. However, on the basis of the 
lower estimated population of 17,877 for 1948, St. Mary’s 1945 per capita income rises to $461.10, thereby showing an increase over 1940. In either instance, its 


relative position among the counties of the State remains unchanged. 
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APPENDIX M 
POPULATION PER SQUARE MILE IN MARYLAND BY COUNTY, 1943 


HOSPITAL SURVEY AND PLAN FOR MARYLAND 


APPENDIX N 
NUMBER OF PHYSICIANS IN MARYLAND BY COUNTY, 1947 


COUNTY POPULATION LAND AREA IN POPULATION PER COUNTY NUMBER OF RESIDENT | RESIDENTS PER 
1943! SQUARE MILES? SQUARE MILE PHYSICIANS! PHYSICIAN? 

Allegany sos sees 81,302 426 (12) 190.8 (4) AMerany e hak ols one Ree 70 1,161 
Anne Arundel ...... 77,070 417 (13) 184.8 (5) Ame “Arpndel ss). 6 7s oe os Se aie eae 42 1,835 
Baltimore's... < sca. 202,425 610 (8) 881:8 °(@) SAAT OPO 755 wicca Gases dels aren aee 167 1-212 
OP hGig niga ea tena iim 10,549 2107--(28) 48.2 (17) WAIVONE i aaa Aaewele ate wane 5 2,110 
Caroling. aa 16,047 820 (19) 50.1 (15) CarGuine ac ee sleehiccne ieee 13 1,234 
CWarrolle sd ee ets 89,399 456 (10) 86.4 (10) Gr issu) | Westie a Magee epi tee, tetany te 27 1,459 
eG aits ht tas 82,055 352 (17) O54 108) CECE cts ee ae ee ee 18 1,781 
Charles e082 sans 19,784 458 (9) 43.2 (19) Charles a iis cissis bea cree aes 11 1,799 
Dorchester. 44 ve 24,264 580s (4) 41.8 (20) Dorchester So ieee eae 21 1,155 
Mrederiek. 23. 2.6 6a. 51,774 664 (2) fe Mam eh) PTOGSMiCle: Sse Ses a ee 49 1,057 
ASATTOUL cere cule: nates 18,534 668 (1) LTT (23) Garrett:c 354). Gas oie See 7 2,648 
Harlord: sii Sones 42,890 448 (11) 95.7 (7) Pla phon et taal ante aan atoay ataciee 28 1,582 
LOW ANG yee nate 18,481 251 (22) 73°56" (42) TR OWOTG SH cc ee raya ees ayer eee 12 1,540 
Kent ype risakeiy y's 13,071 284 (20) 46.0 (18) Keene Sie cgi oeelemie ph aces eee 18 726 
Montgomery....... 104,155 494 (5) 210.8: (8) Montoomery = 2 <sstca cise beneath 97 1,074 
Prince George’s..... 117,625 485 (6) 242.5 (2) Prince George's Si 30.5 3. cae ee 37 3,179 
Queen Anne’s....... 12,194 373° (18) B27 (22) QueenvAnne’s: so too eee 8 1,524 
St MANY Bee ees ays 17,877 867 (16) 48.7 (16) St. Mary Bis aivsistcas oxic eee Se 12 1,490 
MOMEVSOU Cr ovis ss iiosers 17,269 3382 (18) 52.0 (72) SOMGISCE ciwe osx. oe el bit a lew sie oe 17 1,016 
Palbourc, ssn wen 16,190 279 (21) 58.0 (13) Malbotss stank «nets wens ewros . 21 771 
Washington........ 69,890 462 (8) 151.3 (6) WASHINCLON 51.02% so sign. oseitieete pai oe 65 1,075 
WICOMICO GS sie esas 32,960 380 (14) 86.7 (9) WaicGmires feta ciate cis h ease 36 916 
Worcester oui io0 iso 19,201 483 (7) 89.8 (21) Worcester os ser eos Soe eee 14 1;372 
County totals ...... 1,055,006 9,808 107.6 

Baltimore City ..... 927,941 79 11,746.1 COUNTY “TOTALS: 515 :5.5 os ae 795 1,327 

STATE TOTALS.... 1,982,947 9,887 200.6 


1Reported by County Health Officers. 
ie ge apa to United States Bureau of the Census, Estimated Civilian Popula- 
ion, > 


Note: Numbers in parentheses give relative position of county in State. 
1United States Bureau of the Census, Estimated Civilian Population, 1943. 
2United States Bureau of the Census, 16th Census of the United States, 1940. 


APPENDIX O 
TOTAL BIRTHS AND BIRTHS IN HOSPITALS IN MARYLAND BY RACE AND COUNTY, 1945! 


BirTHS IN HOSPITALS 
ToTAL BIRTHS Or OT 


NUMBER PER CENT TOTAL BIRTHS 
CouNTY 
Total White Nonwhite Total White Nonwhite Total White Nonwhite 

WNL CCW gn Sao an a gC ea 1,724 1,691 33 1,421 1,397 24 82.4 82.6 PAR A 
PANNE PATINGOL 5o feck Se ost tok Se we Sot ee nee 1,819 1,392 427 1,213 1,094 119 66.7 78.6 27.9 
SALUIMIODES este hse See eat ae talons 5,174 4,751 423 4,155 8,923 232 80.3 82.6 54.8 
Wal erties esac hin mata stots ee hen Maat eae 312 156 156 182 120 62 58.3 76.9 39.7 
Caroline we aia ashore ee Pe ues san ten eee 329 248 81 179 174 5 54.4 70.2 6.2 
Garroile segs ver teastes tones es Non eens 708 666 42 378 369 9 53.4 55.4 21.4 
Cece at ape gl Pon LRA asi oe Seton 702 652 50 548 514 34 78.1 78.8 68.0 
OAR OR eae encarta od octet tates ake aE oc 605 304 301 315 262 53 52.1 86.2 17.6 
WGrGhester so! ask states hae seaes wa acne 462 298 164 308 250 58 66.7 83.9 85.4 
UL CCOCTIC ee ist reteset eee iakabe ai 1,141 1,029 112 798 708 90 69.9 68.8 80.4 
Garnett ese outa areant Go he ee cees at: ae 424 424 0 165 165 0 38.9 38.9 0.0 
ERAT ROD Gu trcas essere Wet onasi e attiee Ri ede webct cnn ees 1,090 994 96 867 815 52 79.5 82.0 54.2 
VOW Titec eek. ohonatents wna caltetn Daten Leia S 881 317 64 212 194 18 55.6 61.2 28.1 
PEON Gece pct ip tehe: Sites ena DR a a ae 246 166 80 156 136 20 63.4 81.9 25.0 
WE OMTROMIEIY sna is estes c Os eR se se cia enti 2,694 2,463 231 2,457 2,308 149 91.2 93.7 64.5 
Prince: GOrre sakes chee Laas aaed eit 2,992 2,529 463 2,675 2,393 282 89.4 94.6 60.9 
CHUCENTANNEIB. <cscstesigeea aac come Sonia 260 178 82 110 106 4 42.3 59.5 4.9 
SE INEATNAS Sire See scee Ac oreshregins Daca aes 708 540 168 460 442 18 65.0 81.9 10.7 
DOOICTREE Cots ose s Mesa re he see ci wean oot ces 357 199 158 173 152 21 48.5 76.4 13.3 
IMEI ove} iitit Bes ve oases hae ea er Ta rao re LI RI 330 220 110 206 198 8 62.4 90.0 V3 
WV ASIN OLOD eit cae crashes ica ee Mate Rserece are 1,467 1,451 16 1,050 1,040 10 T16 vf hy 62.5 
SWACOMHGO. Set ae ph cnet keene 636 471 165 444 388 56 69.8 82.4 33.9 
WVOLCESUCI ose tam atic sec ee es eS 407 231 176 159 143 16 39.1 61.9 9.1 
County sVOLais a eyo. evecoiac a ene ek siaeaeete SUR 24,968 21,370 8,598 18,631 17,291 1,340 74.6 80.9 37.2 
Baltimore Citywest seks 17,848 18,308 4,540 14,622 11,739 2,883 81.9 88.2 63.5 

STATE) TOTALS vist suave tes Seaton «. b 42,816 34,678 8,138 33,253 29,030 4,223 iO f 83.7 51.9 


1Maryland State Department of Health, Bureau of Vital Statistics. 
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PER CAPITA CIVILIAN HOSPITAL RESOURCES BY STATE! 


STATES ARRANGED By 
PER CAPITA INCOME 


RRNA Ses ZL Citta a ee ok ie eaves d Oi 8 


DU PEMESNGAU OTN eee ar ns 0) cr shoe amare ioe a BY 
LS YES RISING SURE PR ga gn a a eR Cae 
PU UGERO UE erie eee ne Ae ac dd eka 
Piisnriet of Comm bia’. 32s iis ce ice ba a Pe ale 
WD LEO OSE Sas Sh ges Ae 
UNS 23 SCE eget Re eee a ee a 
LATICO Sipe ae ie oe ae el hee a 


= LTE TSS 2 ERA ce Rep a ee De ER 
MMPI se Ne aa x 4 hey ohh acetic 
CPOE TS: ey Ses ea a aa 


PACU ST ae RE i a ee oe a ae 


La PECLIT ENE SU I ae Re 
Meer gcc aig iki eie has he Oe aL ate ahha 


SW ESEON TTS Oo RESIS SS call i a SR le i a 
LOE LG! ASS STS Rg AR IRN ane Os mrad 


RSC OLD ES 0 7 eee aie en 
MWR eae te ocr ate arn wradaik ese lnia a, wes ee 
Nees ie RBS AT ENHEEER Goss et Se go er yk. 
EMTS Shae CSS SRS RC ee 


MORE AE CIA hoes wre ski So aut a ewe Oe wee lbcdes 
SVC EPEAT es ae Ry sO Rae rok a 
MORN O Ga se ic oe sis tcp dy eat eee eae 
(ETE SSC S92 SG SR eee ee = eae 
(SUES TES BOSS yea eS I Re a ae a 
PUN CUNAOATGUMNAI cet) cies he Gene eee Paes 


POSER Se on Ie Sao” nan ge Men cP 


Mee Wich ke Las ecg Bd RRS Se he 
[SAT oS Se SS SRR pr ea eee rag ee ra 


PER 
CAPITA 
INCOME 


(1) 


$1,431 
1,372 
1,366 
1,343 
1,336 
1,287 
1,261 
1,254 
1,204 
1,198 
1,183 
1,177 
1,175 
1,169 
1,167 


APPENDIX P 


POPULATION 
1944 


1,000 


PERSONS 


INDEX OF BEDS 
PER 1,000 
POPULATION 
PER $100 
AVERAGE INCOME 
PER PERSON 


HOsPIT Au 
FACILITIES 
VALUATION 

PER CAPITA 


HOsPITAL 
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MAINTENANCE 


EXPENSE 
PER CAPITA 


———_—_— | es | | 


1,776,807 
156,445 
8,746,989 
12,632,390 
2,055,378 
283,802 
4,167,840 
926,260 
1,214,226 
778,972 
5,429,641 
4,162,815 
7,729,720 
2,127,874 
6,836,667 
9,247,088 
3,419,707 
464,999 
606,994 
793,600 
2,975,910 
1,174,447 
2,269,759 
1,147,259 
257,108 
531,573 
1,213,792 
3,589,538 
2,508,663 
528,071 
310,941 
638,412 
2,367,217 
558,629 
3,199,115 
457,231 
6,876,248 
2,064,679 
1,715,984 
2,535,385 
532,212 
2,870,158 
3,223,727 
3,534,545 
2,630,194 
2,818,083 
1,923,354 
1,776,446 
2,175,877 
72,524 
423,329 
1,869,245 


i 
CON OHRATIMIARAMIANIANWDANAOAS 


_ 


a ee ed 


ee 


_ 


id 
NOLNOIE LEAP EATER AOCARAEPWOWHUOCAAIC 


Col. 1—1942-44. Source: 
Col. 2—1944 Estimate: 
Col. 3—Source: 


Survey of Current Business, August 1945. 
United States Bureau of the Census (excludes members of armed forces overseas). 
1945 American Hospital Directory estimate based on reports from civilian hospitals primarily recognized by the American Medical Association; 


includes all types of service—general, mental, tuberculosis, and special. 
Col. 4—Index obtained by dividing Col. 3 by Col. 2 expressed in $100 units of income. 


Cols. 5 and 6—Ibid: Estimate based on reports from hospitals representing 70.4 to 77.3 per cent of recognized bed capacity. 


Col. 6—Does not include contractual or corporate charges, e.g., taxes, insurance, interest. 
1Reprinted from Hospitals, March 1946. 
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